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Chapter 1 
Psychobiosocial Model of 
Assessment, Treatment, and Relapse 
Prevention 


This is a clinically-oriented book for therapists who are not specialists in 
sex therapy. Sex therapy is best understood as a sub-specialty of couple 
therapy. Clinicians often find that their training in sexuality from graduate 
courses, externships, internships, and continuing education programs is 
absent or woefully inadequate. This book is meant to fill that need and help 
clinicians provide a valuable service to their clients, specifically individuals 
and couples struggling with intimacy and sexuality issues. 

Sexuality has a paradoxical role for individuals and couples. When 
sexuality is healthy it is a small, integral factor in the person’s life and 
intimate relationship. Healthy sexuality has a 15-20 percent role of 
energizing the relationship and reinforcing feelings of desire and 
desirability. However, dysfunctional, conflictual, and especially avoidant 
sexuality has an inordinately powerful negative role, subverting feelings of 
intimacy and threatening relational stability. Couple sex therapy is not to 
compensate for past problems or have the couple become the sexiest couple 
in the community, but to restore sexuality to the 15-20 percent positive role 
of sharing pleasure, reinforcing intimacy, and sexuality as a tension-reducer 
to help deal with the realities of life and an intimate relationship (McCarthy 
& McCarthy, 2014). 

A powerful old myth about couple sexuality is that the closer, more 
communicative, more intimate the relationship, the better the sex. A 
powerful new myth is that the key to resolving sex dysfunction is a stand- 
alone medical intervention-medication, hormone, or injection. The reality is 


that sexuality is multi-causal and multi-dimensional with large individual, 
couple, cultural, and value differences. Sexually, “one size never fits all.” 

We use the “psychobiosocial” model (the common term is 
“biopsychosocial”) for assessment, treatment, and relapse prevention. We 
prefer to emphasize psychological factors in sexuality and sex therapy 
because it is a better fit for dealing with couple sexual dysfunction, 
especially desire problems (McCarthy & Wald, in press). 

The new mantra in sex therapy is desire/pleasure/eroticism/satisfaction 
(Foley, Kope, & Sugrue, 2012). Although the traditional focus on arousal, 
intercourse, and orgasm is integral to sexual function, it is clear that the 
most important dimension is desire. The prime function of couple sexuality 
is to energize the bond and reinforce feelings of desire and desirability. 

Sex therapy can be a primary intervention or an intervention integrated 
into couple therapy. Sex therapy strategies and techniques can be utilized by 
individuals without partners or by those whose partner is unwilling to attend 
therapy. Sex therapy is applicable to gay couples as well as to individuals 
and couples with a history of sexual trauma. Sex therapy is a resource for 
couples from their 20’s to 80’s. 

This book begins with a description of sex therapy with married 
couples. Later we include sections involving partnered relationships, gay 
couples, extra-marital affairs, individual sex therapy, and sex therapy where 
one or both partners have a sexual trauma history. An organizing concept is 
that the role of the clinician is to help couples and individuals develop a 
healthy sexuality so that it has a positive 15-20 percent role in their lives 
and relationship whether they are 26 or 76, married or single, straight or 
gay. Rather than pretending to be value-free, we encourage clinicians to 
take a pro-sexuality stance, recognizing that sexuality is a positive, integral 
dimension of being a woman or man. The goal is to address and change 
factors which subvert sexuality and to enhance 
desire/pleasure/eroticism/satisfaction. 


HISTORY AND EVOLUTION OF SEX THERAPY 


Although sexuality has existed throughout human history, the profession of 
sex therapy has been established for less than 50 years. The “grandparents” 
of the field were Masters and Johnson whose book Human Sexual 
Inadequacy (1970) launched the sex therapy field. Two concepts from the 


Masters and Johnson model continue to influence the field. First, that 
sexuality is a couple issue requiring comprehensive assessment and 
treatment of biological, psychological, and relational components. Second, 
the use of psychosexual skill exercises (labeled “sensate focus”) in the 
privacy of the couple’s home. Other components of the Masters and 
Johnson model have undergone major changes (use of one therapist rather 
than a co-therapy team, weekly rather than daily therapy, and accepting the 
complexity and variability of sexual response rather than the standard four- 
phase sexual response model). The biggest change involves focus on the 
core dimension of sexual desire (Kaplan, 1974). Desire is the problem 
which brings couples to therapy and the factor which most negatively 
impacts their relationship (Leiblum, 2010). 

At present, there are three major conflicts in the sex therapy field. First 
is the “medicalization of sexuality,’ especially male sexuality and erectile 
dysfunction (as well as premature ejaculation and female and male sexual 
desire). Although biological factors need to be assessed and medical 
interventions are an important therapeutic resource, they cannot serve as a 
“stand-alone” intervention. Medication cannot do it all sexually. The 
medical intervention needs to be integrated into the couple’s sexual style of 
intimacy, pleasuring, and eroticism. This is why we promote the 
psychobiosocial model of sex therapy and reject the overpromises of the 
bio-medical model (McCarthy & McDonald, 2009). Drug company ad 
campaigns with their promise of total cure are driven by the marketing 
department, not by scientists or physicians. 

The second controversy involves male and female sexuality generally 
and sexual desire specifically. The media and the public were seduced by 
the metaphor of men being from Mars and women from Venus. 
Scientifically, the data is clear. Among  adults—intellectually, 
psychologically, emotionally, relationally, and sexually—there are many 
more similarities than differences between men and women (Hyde, 2005). 
The new, breakthrough concept is that female sexuality, including desire, is 
first class, not inferior to male sexuality (Brotto & Woo, 2010). Empirically, 
there are higher rates of female sexual dysfunction. However, a little known 
fact is that when couples stop being sexual, especially after age 50, it is 
almost always the man’s decision (Feldman, et al., 1994). He makes it 
unilaterally and conveys it non-verbally. The cause is loss of confidence 
with erections, intercourse, and orgasm. He feels frustrated, embarrassed, 


and eventually avoids sexual touching. The traditional male-female double 
standard is ultimately harmful to the man, woman, and couple. 

The equity model of female-male sexuality is motivating and 
empowering. The woman and man can be intimate and erotic allies. In the 
traditional model men valued eroticism, performance, and intercourse 
frequency while women valued intimacy, affection, and relational security. 
Marital and sexual data demonstrate that the equity model is a much better 
fit. Female sexuality is more complex, variable, flexible, and 
individualistic, yet first class. Relationships work better when both partners 
value desire/pleasure/eroticism/satisfaction. 

The third controversy is whether the male model of predictable, 
autonomous intercourse and orgasm performance is natural or the Good 
Enough Sex (GES) couple model of sharing pleasure and variable, flexible 
sexual response is healthier (Metz & McCarthy, 2012). Although arousal, 
intercourse, and orgasm are highly valued, these are not pass-fail individual 
performance tests (erection and intercourse for the man and orgasm for the 
woman). The core of healthy couple sexuality is desire and satisfaction. 
Embracing the GES model facilitates couple sexuality, especially in their 
60’s, 70’s, and 80’s. 


Common MYTHS ABOUT SEXUALITY 


There are a number of old and new myths about sexuality and sex therapy 
that influence both the public and professionals. The old myths are based on 
supposed male-female differences, and the belief that “real sex is 
intercourse” and reflect ignorance and repressed attitudes. New sex myths 
involve unrealistic performance demands, that female orgasm is 
competitive (i.e. “G-spot” orgasms or multiple orgasms are superior), that 
the cure for erectile dysfunction is a stand-alone medication, and playing 
out sexual fantasies will improve sex for all couples. Sex myths are 
powerful and die hard. 
Let us focus on the six most common professional myths. 


1) Sex problems are best understood as a symptom of an 
individual or couple problem. Once these are dealt with, sex 
will take care of itself. 


2) The more communicative, intimate, and loving the relationship 
the better the sex. 


3) The hierarchical model should be used to address mental 
health problems. First, confront the core issue whether anxiety, 
depression, alcoholism, trauma, bi-polar disorder. Second, deal 
with the effects of the mental health issue on the relationship. A 
distant third, sexual problems caused by the core issue. 


4) Do not deal with sexual issues, especially desire, directly. This 
risks violating personal boundaries and raises legal issues. If 
there is a need to deal with sex issues do so indirectly. 


5) Sex is primarily a medical problem and a bio-medical 
intervention is the first line of treatment. If that is not 
successful, then address psychological or relational problems 
which interfere with the medical intervention. 


6) Once the sexual problem is resolved there is no need for a 
relapse prevention program, just allow the couple to enjoy their 
lives. 


These professional myths are pervasive and powerful. “Clinical wisdom” is 
not easily refuted by data and new concepts. This is particularly true in a 
complex, value-laden area like sexuality and sex therapy. 

Sexual problems are complex and multi-dimensional so individual and 
relational issues play a crucial role. Individual therapy and couple therapy 
can be of great value, but that alone will not change sexual problems. In 
fact, couple therapy focused on communication and emotional intimacy can 
inadvertently reinforce inhibited sexual desire. In most cases, issues of 
sexuality need to be addressed directly; otherwise they become chronic and 
severe. This is especially true of sexual desire. Healthy desire is promoted 
by a cycle of positive anticipation, pleasure-oriented sexual experiences 
which flow to eroticism, intercourse, and orgasm, and a regular rhythm of 
sexual connection. The negative cycle is anticipatory anxiety, tense 
intercourse performance, leading to frustration, embarrassment, and 
eventually sexual avoidance. No matter what started the negative cycle, it 
takes on a life of its own and dominates couple sexuality. Anxiety replaces 
positive anticipation. 


A core concept is the paradoxical role of sexuality in the lives of 
individuals and couples. Healthy sexuality has a 15-20 percent positive, 
integral role. Dysfunctional, conflictual or avoidant sexuality has an 
inordinately powerful negative role. Clinicians underestimate the impact of 
sexual dysfunction and conflict. Sex needs to be dealt with directly— 
sexuality is more than a symptom. 

The challenge for couples, married or partnered, straight or gay, is to 
integrate intimacy and eroticism into their relationship. Intimacy is very 
important, but is not the whole story. Intimacy and eroticism are different, 
but not adversarial or incompatible. Intimacy is about close, loving, warm, 
connected, secure, and predictable feelings. Eroticism is about taking 
personal and sexual risks, creativity, mystery, vitality, feeling sexually 
charged, and unpredictable sexual scenarios. The challenge is to integrate 
intimacy and eroticism so the couple maintains strong, resilient sexual 
desire. 

Rather than a stepwise, hierarchical approach, we advocate a “both- 
and” approach to mental health, relational, and sexual problems. For 
example, address alcoholism as a couple issue and learn to be sexual in a 
sober state. A major reason individuals relapse into drinking is that when 
sober they feel awkward and self-conscious, causing sexual dysfunction. 
Knowing that it takes 3-6 months to develop a new sexual style as a sober 
couple is empowering. The both-and approach is particularly useful in 
recovery from an extramarital affair (EMA). This involves understanding 
and making meaning of the EMA for the involved and injured partner, 
creating a clear trust bond, and developing a new couple sexual style with 
strong, resilient sexual desire. 

The comprehensive couple psychobiosocial model is much superior to 
the bio-medical model, especially for desire problems. You cannot ask a 
medical intervention to do it all—it’s a valuable resource, but the 
medication cannot do more than it can do. The challenge for the clinician is 
to help the couple integrate the medical intervention into their intimacy, 
pleasuring, eroticism style. By far the most popular medical intervention is 
pro-erection medications (Viagra or Cialis). In reality, few men experience 
the return to the totally predictable erections they had in their 20’s that are 
promised by the TV ads. In fact, drop-out rates are distressingly high, 
causing many non-sexual relationships. The problem is not the medication 
itself. These are safe and efficacious medications. The problem is 


unrealistic expectations and lack of discussion of how to integrate the 
medication into couple intimacy, pleasuring, and eroticism. A common 
problem is that as soon as he becomes erect he rushes to intercourse, driven 
by fear of losing his erection. Intercourse is not an individual pass-fail 
sex test. This reduces positive anticipation and pleasure. Fear and 
negative motivation does not promote healthy sexuality. A positive 
strategy is to give and receive pleasurable and erotic touch and not proceed 
to intercourse until there is a high level of subjective arousal and erotic 
flow. Intercourse is more pleasurable and erotic when there are 
multiple stimulations during intercourse rather than only thrusting. 
The mantra of desire/pleasure/eroticism/satisfaction cannot be met by a 
stand-alone medical intervention. 

The issue of relapse prevention is ignored in most mental health and 
medical treatments of sexual issues to the detriment of clients and couples. 
This is a particularly important issue in sex therapy because sexuality 
cannot be treated with benign neglect nor can the couple rest on their 
laurels. Sexual dysfunction, especially desire problems, has high rates of 
relapse. Unless there is an individualized relapse prevention plan, the 
clinician has not delivered comprehensive sex therapy. 

As therapy progresses, the couple is seen on an every other week basis. 
Two sessions before termination, they are given relapse prevention 
guidelines (McCarthy & McCarthy, 2012) to take home and discuss. They 
choose 2-4 personally relevant guidelines to implement in their relapse 
prevention plan. At the last therapy session, we discuss their plan, make 
them aware of the resource of a “booster session” if sexuality has gotten off 
track, and schedule a 6-month check-in session (as well as establish one 
new goal to address on their own). The goal is to maintain sexual vitality 
and satisfaction. Ideally, they continue 6-month check-in sessions for 2 
years to protect gains and reinforce desire/pleasure/eroticism/satisfaction. 
The most common strategy clients choose is how to insure that a lapse (a 
negative sexual experience) does not lead to relapse (a regression to the 
cycle of anticipatory anxiety, performance-oriented sex, and avoidance). 


Who I AM AND THE MOTIVATION FOR THIS BOOK 


My professional background is a diplomate in clinical psychology, a 
certified sex and marital therapist, and a professor of psychology at 


American University. I practiced for 42 years in Washington, DC 
conducting individual, couple, and sex therapy. Couple sex therapy was my 
specialty. The great majority of my referrals were from individual or couple 
therapists whose interventions had not resolved the sexual problems. 
Although I am a strong believer in individual and couple therapy, these 
experiences reinforced the data that supports dealing directly with sexual 
issues and sexual dysfunction (Binik & Hall, 2014). 

Most of my clinical experience is with married couples, but I have 
conducted sex therapy with partnered (non-married) couples, gay male 
couples, individual clients, couples dealing with issues of extra-marital 
sexuality, individuals and couples with a history of sexual trauma, and 
males with a variant arousal pattern (typically, a secret not shared with his 
partner involving paid sex or cybersex, often exposed in a dramatic 
manner). I found sex therapy a very challenging and worthwhile specialty. I 
hope some readers will become interested enough in the field to receive 
training and supervision and become a certified sex therapist. 

In conducting sex therapy assessments, I was struck by the number of 
clients who found previous therapy helpful, but were confused and 
disappointed that sexuality issues were not addressed during therapy. They 
were not sure whether to blame themselves, the therapist, or the profession. 
A major motivator for writing this book is to encourage clinicians (whether 
psychologists, social workers, marriage and family therapists, nurses, 
pastoral counselors, physicians, or mental health counselors) to help 
individuals and couples address sexuality issues in their practice. 


PLISSIT MopEL For CLINICIANS 


Annon (1976) introduced the PLISSIT model to describe the types of 
sexuality interventions which clinicians can offer clients. The four 
dimensions of the PLISSIT model are: 


1) Permission-Giving 

2) Limited Information 

3) Specific Suggestions 

4) Referral for Sex Therapy 


Contrary to the clinical adage that clinicians should be value-free, 
Annon suggested that in the area of sexuality the clinician is lying to the 
couple and herself when she says she’s value-free. By its nature, sexuality 
and relationships are a value-laden field. 

Annon advocated that mental health and health clinicians take a pro- 
sexuality stance. In terms of permission-giving, this means advocating for 
the view that sexuality is a good thing in life, not bad, that sexuality is an 
integral component of being a man or woman, and that the core issue is 
whether sexuality is having a positive 15-20 percent role in the person’s life 
and relationship or a negative, destructive role. 

The clinician taking a pro-sexuality approach is not to intimidate or 
coerce the individual or couple to think or do something one way. Rather, it 
is to affirm the value of healthy sexuality. 

When it comes to sexuality “one size never fits all.” In the western 
world, almost all religions take a pro-sex in marriage approach. Religion 
argues about a range of issues from abortion to sexual orientation, but 
agrees on the positive role of marital sexuality. Clinicians can refer a 
married couple for a consultation to a selected minister, rabbi, priest, or 
LDS bishop to reinforce the permission-giving message. 

Another suggested value stance with married (and partnered) couples 
is to reinforce the definition of a healthy relationship as satisfying, secure, 
and sexual. Clinically, this is a very important issue to explore because 
although many couples affirm this mantra, others place prime emphasis on 
children and family. For some clients stability is not valued, and for others 
the issue of sexuality is downplayed. Do not assume that each client 
values satisfaction, security, and sexuality—this concept involves large 
value and cultural differences. 

The second dimension of the PLISSIT model is sexuality information. 
This involves providing the client with scientifically validated/clinically 
relevant psychological, biological, and social/relational information about 
healthy and unhealthy sexuality. The amount of misinformation and 
misleading claims about sexuality is huge and destructive. In terms of 
information, let us examine the issue of sexual desire. Psychologically, 
desire is facilitated by positive anticipation, a sense of deserving sexual 
pleasure, freedom, choice, playfulness, and unpredictable sexual scenarios. 
What subverts sexual desire is anticipatory anxiety, performance anxiety, 


coercion, anger, and totally predictable sex. The challenge is to facilitate 
strong, resilient desire. 

Biologically, anything which is good for one’s physical body is good 
for one’s sexual body. It is not aging which subverts sexuality. It is illness, 
side-effects of medications, and poor behavioral health habits. Maintaining 
healthy sleep, exercise, and eating patterns is important as is a regular 
rhythm of touch and sexual expression. 

In dealing with medical issues, an excellent resource is to urge the 
couple to schedule a consultation with their internist or specialist 
(endocrinologist for diabetes, cardiologist for heart problems, psychiatrist 
for depression, neurologist for headaches, oncologist for cancer, and pain 
management specialist). Be clear the couple is not asking for sex therapy, 
but to support the spouse in being a knowledgeable, involved patient and 
reduce the negative sexual impact of the illness and medication side-effects. 
Physicians are used to seeing individuals, not couples, but this can bring out 
the best from the physician. This consultation can include referrals to a 
sexual medicine specialist, physical therapist, nurse-practitioner, or illness 
support group. 

Socially, the United States is not a pro-sexual culture. There are many 
competing, contradictory approaches ranging from the simple advice to 
improve communication to guarantee wonderful sex to the other extreme of 
acting out BDSM (bondage and discipline/sado masochistic fantasies to 
provide dynamic eroticism). The challenge for married and partnered 
couples, straight or gay, is to integrate intimacy and eroticism into their 
relationship. Intimacy and eroticism are very different dimensions. 
Intimacy involves warm, loving, close, secure, predictable feelings. 
Eroticism involves taking personal and sexual risks, mystery, creativity, 
vitality, and unpredictable sexual scenarios. The challenge for sexual 
desire is to integrate these dimensions. The couple can be intimate and 
erotic allies. 

Relationally, what subverts sexuality is the combination of unrealistic 
expectations and power struggles (especially the traditional male-female 
power struggle over intercourse frequency). An example is the unrealistic 
expectation that each sexual encounter must be mutual and synchronous 
(partners experience equal desire/pleasure/eroticism/satisfaction). Although 
mutual, synchronous experiences are positive and highly valued, the reality 
among happily married, sexually functional couples is over 85 percent of 


encounters are positive, but less than 50 percent are mutual and 
synchronous (Frank, Anderson, & Rubinstein, 1978). Like many areas of 
life, balance and realistic expectations are empowering. The sexuality field 
is vulnerable to extreme positions—low expectations, especially for sexual 
desire in long-term marriages on one hand, while the other extreme is the 
expectation that each sexual experience will be like the sex portrayed in R- 
rated movies. The reality of sex after the romantic love/passionate 
sex/idealization (limerance) phase is that sexuality is positive, but variable 
and flexible, both in terms of process and outcomes. Particularly important 
is to accept that even among the most sexually functional, loving couples 5- 
15 percent of sexual encounters are dissatisfying or dysfunctional. When 
couples experience this normal occurrence the challenge is to turn toward 
each other and reengage in the next 1-4 days so they do not become stuck in 
a negative sexual cycle. 

The core of sexual power struggles is that the person does not want to 
be the “loser.” In truth, with power struggles the man, woman, and couple 
lose emotionally and sexually. Clinically, the strategy is to label this a 
power struggle, and confront both partners with the reality of the “no win” 
situation. A core dimension of an intimate relationship is trust that the 
partner has his best interest in mind and when there are problems “my 
spouse has my back.” Power struggles subvert the trust bond. The challenge 
is to use touch to break the power struggle. An impactful technique is to 
develop a “trust position” which reestablishes a sense of being an 
intimate team who utilize touch to reinforce positive feelings and gives 
the couple energy to engage difficult relational issues through touching 
and sexuality. Developing a trust position involves creating a safe, secure 
physical way to feel intimately attached while nude or semi-clothed. 

The best way to confront relational problems is to build a sense of 
being a respectful, trusting, intimate team. 


Book ORGANIZATION AND FORMAT 


Although this book can be read chapter by chapter as a textbook, we 
encourage the clinician to use it in a flexible manner as an interactive 
learning medium. Focus on issues and chapters which are relevant to your 
clinical interests and work. The goal is to increase comfort and skill in 
sexual permission-giving, provide motivating and empowering information 


and guidelines about psychological, biological, and _ social/relational 
dimensions of sexuality, and help individuals and couples address and 
resolve sexual questions, problems, and dysfunction. You can confidently 
refer severe, chronic sexual problems to a certified sex therapist. Rather 
than downplaying or avoiding sexual issues, you gain comfort and 
confidence addressing sexuality in the same way you address anxiety, 
depression, and relational issues. 

We use guidelines, psychosexual skill exercises, and handouts to 
facilitate your learning process and as a resource for clients. These are 
presented in block form and can be modified by clinicians and couples. 
Guidelines, exercises, and handouts can be individualized to fit clinical and 
client needs. Psychosexual skill exercises involve having each person read 
the exercise, discuss the exercise, and most important implement the 
exercise at home and process learnings in the therapy session. The 
psychosexual skill exercises are not to be used in a rigid, cookbook manner, 
but flexibly implemented and modified to increase client awareness, 
comfort, and skill. We utilize case studies to illustrate the complexity of the 
clinical process. Case studies are composites of clients with details changed 
to protect client confidentiality. 

Rather than using the he/she format for clients and clinicians we will 
change the gender designation, largely on a random basis except when the 
problem is clearly a female or male issue. 

My clinical specialty is couple sex therapy. My belief is that 
addressing sexual problems enhances psychological and relational well- 
being. I am a strong advocate for dealing with sexuality issues directly and 
for couple sex therapy specifically. I am mindful of individual, couple, 
cultural, and value differences and strongly believe that “sexually one size 
never fits all.” The goal of this book is to build competence and confidence 
of individual and couple therapists so you are an “askable clinician.” You 
want to address sexual questions, concerns, conflicts, and dysfunction. 
Whether 26 or 76, single or married, straight or gay, clients have the right 
for sexuality to have a 15-20 percent positive role in their lives and 
relationship. 

The twelve chapters of Sex Made Simple cover issues relevant to the 
majority of clients and clinicians. Sexuality is amazingly complex and 
diverse. In Appendix A there is a list of books, journals, and trusted 


websites to explore sexual issues in depth. Appendix B provides 
information about referrals to a specialist in sex therapy. 


Chapter 2 


The New Sexual Mantra: Desire, 
Pleasure, Eroticism, Satisfaction 


By its nature, couple sexuality is multi-causal, multi-dimensional, and 
complex. Clinicians or self-help gurus who claim there is one key to couple 
sexuality are overpromising. The one size fits all sexual advice causes 
damage to individuals and couples. There is not one “right” way to be 
sexual. A common assumption was that enhanced sex performance was key 
—prolonged intercourse (over 30 minutes), simultaneous orgasm, G-spot 
orgasm, the glorious experience of tantric sex, an intercourse position which 
involved direct clitoral stimulation, a drug which guaranteed totally 
predictable erections. These and other individual sex performance goals 
were popular until replaced by a different performance goal. The other 
cultural extreme promises perfect love and intimacy. The key was sharing 
exquisite feelings of spiritual closeness, the security provided by a loving 
relationship, the promise of mutual sexual satisfaction each time, sharing 
your lives as soul mates, a deeper level of intimacy than ever before. 

With the introduction of sex therapy in 1970, the focus was on sexual 
function-specifically that arousal, orgasm, and intercourse would result in 
sexual fulfillment. Arousal, orgasm, and intercourse are important, but it 
failed to produce perfect sex as promised. 

In fact, “perfect sex” is the problem, not the solution. The new 
mantra in the sex therapy field-desire/pleasure/eroticism/satisfaction is 
motivating and empowering (Foley, Kope, & Sugrue, 2012). Rather than a 
rigid, one size fits all performance model, the new sex mantra recognizes 
the inherent flexibility, variability, and complexity of couple sexuality. It is 
based on the couple sharing pleasure and eroticism rather than an individual 
sex performance. The new mantra recognizes that sexuality includes 
intercourse, but is much more than intercourse. The most important 


dimension is desire. Desire is the core sexual dimension influencing the 
couple. The new sexual mantra with an emphasis on desire is healthier than 
sex being defined as arousal, intercourse, and orgasm. In terms of relational 
satisfaction and security, desire is the crucial dimension. 

Let us carefully examine each dimension, while remembering two 
overriding concepts. First, the mantra of 
desire/pleasure/eroticism/satisfaction is more than its component parts. 
Second, couple relationships involve sexual variability and flexibility, sex 
does not occur in a rigid manner at each encounter. For example, some 
encounters focus on a strong erotic charge; other encounters focus on non- 
demand pleasuring and do not transition to intercourse. Some encounters 
involve high levels of mutual desire, while others are driven by the desire of 
one partner. Of course, mutual satisfaction is highly valued, but the truth is 
that often sex meets the needs of one partner more than the other. 


DESIRE 


Desire is about feeling open to giving and receiving touch and looking 
forward to a sexual experience. Whether the sexual encounter was 
spectacular or a dud, the process of positive anticipation is good in itself. 
Sexual desire is about openness and cooperation, not manipulation, 
coercion, begging, or demanding. Desire is based on a positive influence 
process where he shares with the partner and is open to her feelings and 
wants. Conversely, she cannot say yes to sex unless she feels a right to say 
no to sex. Part of anticipation is unpredictable sexual scenarios. Even if sex 
is functional, when it is totally predictable and routine it eventually leads to 
inhibited sexual desire (ISD). The DSM-5 term is Hypoactive Sexual Desire 
Disorder (HSDD) for males and Sexual Interest/Arousal Disorder (SIAD) 
for females. 

We prefer the ISD terminology because that describes the phenomenon 
better for males, females, and couples. Identifying psychological, 
biological, and social/relational factors which inhibit desire leads to 
therapeutic interventions to change ISD. In the same way she anticipates 
going to a movie or out to dinner, she anticipates being sexual. The movie 
might be great or boring, but they won’t go to the same movie three times in 
a row. The person has a favorite restaurant and dish, but doesn’t go to the 
Same restaurant and order the same dish three times in a row even for 


guaranteed great food. Desire is about anticipation, change, variety, 
challenge-not routine predictability (Perel, 2006). Too many couples fall 
into the pattern of sex on Saturday night-10 minutes of foreplay, 5 minutes 
of intercourse, and 2 minutes of afterplay. This routine is more likely to 
result in ISD than sexual desire (especially for the woman). Desire is about 
vital and energizing sexuality, not mechanical, routine sex. 

In addition to the psychological and relational dimensions of desire, it 
is crucial to be aware of biological/medical factors. There is a new media 
emphasis on hormonal factors, especially testosterone enhancement. 
Physical health, especially vascular, neurological, and hormonal factors, is 
important for both sexual function and desire. The clinician cannot assume 
health. The best physician for an initial referral is an internist. 

Anything which is good for the person’s physical body is good for 
his sexual body. The major biological/medical factor which subverts 
sexuality is illness and side-effects of medications. A crucial factor, often 
ignored, is behavioral health habits. Healthy sleep, exercise, and eating 
patterns facilitate desire, while poor behavioral health habits can subvert 
desire, usually by interfering with sexual function. This is especially true of 
smoking, drinking, and drug abuse. Positive behavioral health patterns 
promote sexual desire. 

As with other aspects of sexual function and dysfunction, the 
psychobiosocial model of assessing and treating desire problems is the most 
impactful. 


PLEASURE 


The essence of sexuality is giving and receiving pleasure-oriented touching. 
Non-demand pleasuring involves both sensual and playful touch. Sensuality 
and pleasure are the foundation for subjective and objective arousal. 

We juxtapose the concept of non-demand pleasuring (which 
emphasizes a couple approach to sharing touch) with the individual sex 
performance approach. Pleasure facilitates healthy sexuality while 
performance subverts sexuality, especially desire. Pleasure has value in 
itself, not just as a means to enhance arousal and lead to intercourse and 
orgasm. Whether 25 or 75, straight or gay, married or in a partnered 
relationship of two years or more, pleasure is a core dimension of healthy 
couple sexuality. 


The traditional split of intimacy and affection being valued by women 
and eroticism and intercourse being valued by men leads to power struggles 
which undermine pleasure and sexuality. Pleasuring involves subjective and 
objective sensations and feelings for both women and men. Sharing 
pleasure is very different from traditional “foreplay” which involves the 
man stimulating the woman so she is ready for intercourse. In the traditional 
approach, pleasure is a means to an end, not a valuable experience for itself. 
In terms of subjective arousal on a scale where 0 is neutral and 10 is 
orgasm, the pleasure dimension (including playful touch) provides 
feelings/sensations from 1-5. Pleasure can be accepted and embraced for 
itself as well as providing a bridge for arousal and intercourse. So many 
couples fall into the pattern of experiencing only two dimensions of touch 
—affection and intercourse. By not valuing the pleasure and playful 
dimension he is shortchanging himself and their relationship. 


EROTICISM 


Eroticism is the most controversial dimension of sexuality. For many 
clinicians, especially intimacy-focused couple therapists, eroticism 
connotes sex which is lustful, pornographic, kinky, and disrupts the intimate 
relationship. The culture confuses porn and eroticism, but clinicians need 
not fall into that trap. 

Eroticism is an integral component of healthy couple sexuality. The 
challenge for married and partnered couples is to integrate intimacy and 
eroticism into their couple sexual style. Healthy eroticism involves taking 
emotional and sexual risks, sexual vitality, mystery and creativity. The 
sexual process flows from comfort, pleasure, arousal, erotic flow to 
intercourse and orgasm. Eroticism involves subjective arousal from 6-10. 
High levels of erotic flow naturally culminates in orgasm. Eroticism often 
involves lustful and not “politically correct” scenarios and feelings. Both 
pleasure and eroticism are integral to healthy couple sexuality. They are 
different dimensions, but not adversarial. Eroticism results in fulfilling 
couple sexuality for both the woman and man. 

Is it plausible that eroticism can be misused and become destructive? 
Absolutely, but that is the fault of performance myths and demands, not 
eroticism itself. There are two major causes of the misuse of eroticism. The 
first involves performance demands and the second involves 


misunderstanding the role of erotic fantasies and materials (including on- 
line stimuli). 

First is the issue of performance demands vs. integrated eroticism. In 
X-rated videos, sex novels, and on-line scenarios, eroticism is all about 
performing for the partner and audience with the theme of proving how 
great the man’s penis is or how swept away and willing to do anything 
sexually the woman is. This view of eroticism is that sex is a performance 
to impress the partner. She plays the role of the “hottest” woman alive or he 
is the best sex performer in the city. The erotic charge from this fantasy 
performance is all consuming and controlling. 

In contrast, integrated eroticism is congruent with the person’s desire, 
pleasure, and satisfaction. It is “hot,” a turn-on, lustful. However, eroticism 
is not at the expense of the partner or her genuine feelings. Each partner has 
an erotic voice and as a couple they freely share erotic scenarios and 
techniques. 

There are three arousal/eroticism patterns-(1) partner interaction 
arousal, (2) self-entrancement arousal, (3) role-enactment arousal. 
These patterns reflect how eroticism is felt and acted on. Partner interaction 
arousal involves being turned-on by the partner’s being turned-on, like an 
interactive sexual dance. This is the most common type of erotic experience 
and expression. Partner interaction arousal/eroticism is the type of eroticism 
seen in R-rated movies. Self-entrancement arousal involves taking turns- 
one partner gives erotic stimulation, the other takes in the erotic sensations. 
The giving partner feels turned-on by the receiving partner’s erotic 
response. Self-entrancement arousal is the second most common pattern, 
and its usage increases with aging. Role-enactment arousal refers to using 
external stimuli to increase eroticism, including X-rated videos, sexual toys, 
mirrors, playing out erotic stories or fantasies, acting out a BDSM scenario. 
Although role-enactment arousal is least used by couples, it is the type of 
eroticism promoted by self-help and internet sources. The theme of sexually 
liberated couples is to prove how sexually free they are by using role- 
enactment strategies and techniques. 

All three arousal/eroticism patterns can be healthy and integrated into 
couple desire/pleasure/eroticism/satisfaction. Some couples use all three 
arousal/eroticism patterns, at least on occasion. Other couples have a strong 
preference for partner interaction or self-entrancement arousal/eroticism. 
Although role-enactment is the most mentioned to “spice up” couple 


sexuality, especially in self-help books and blogs, few couples use role- 
enactment arousal/eroticism regularly. 

The individual and couple need to discuss and decide what the right 
erotic fit is for them. Many couples find watching an X-rated video or 
playing out an erotic fantasy is intimidating rather than empowering. For 
some, these erotic strategies raise self-consciousness. There is nothing more 
anti-erotic than self-consciousness. 

The majority of couples find the woman’s erotic voice is about playing 
and experimenting. This works better than an erotic performance. Integrated 
eroticism, especially in terms of partner interaction arousal, is a better fit for 
the majority of couples. Eroticism is a good example of the adage 
“sexually, one size never fits all.” Integrated eroticism motivated by 
sharing turn-ons, openness to sexual play and experimentation, enjoying 
letting-go and valuing orgasm, sharing unpredictable sexual scenarios, and 
sexual vitality makes for healthy sexual expression. 


SATISFACTION 


Is there more to satisfaction than orgasm? Although we are major 
proponents of orgasm as an integral dimension of healthy female, male, and 
couple sexuality, satisfaction is much more than orgasm. Next to desire, 
satisfaction is the second most important dimension in couple sexuality. 

The core of satisfaction is feeling emotionally and sexually attached to 
your partner. Desire is about feeling personally and relationally 
energized, satisfaction is about feeling bonded and securely attached. A 
key to satisfaction is the couple’s developing afterplay scenarios. The role 
and function of afterplay is the aspect of sexuality which is most ignored or 
minimized. However, that is a major mistake. Afterplay is an integral 
dimension of healthy couple sexuality. That is true whether both partners or 
just one has been orgasmic. 

Expectations about orgasm and satisfaction are overly stereotyped. The 
expectation is the man will have one orgasm during intercourse. A mistaken 
assumption about male orgasm is that each one is the same. In truth, there 
are differences, sometimes major, involving subjective satisfaction with 
orgasm. This is illustrated by the man who is frustrated by premature 
ejaculation or the man with ejaculatory inhibition who has to work hard to 


ejaculate and when he does feels relief rather than erotic pleasure. 
Subjective satisfaction with orgasm is even more apparent with aging. 

Issues around female orgasm are even more confusing and contentious. 
The most important guideline is that female orgasm is not inferior to male 
orgasm. Female orgasmic response is more variable, flexible, complex, and 
individualistic. One component of the woman’s “sexual voice” is 
establishing her unique orgasmic pattern(s)—whether orgasm during 
intercourse with multiple stimulation, orgasm during the pleasuring phase 
using manual or oral stimulation, multi-orgasmic response during afterplay, 
following the male model of orgasm during intercourse with thrusting 
alone, an orgasm involving an emission, or some combination of preferred 
orgasmic responses. 

A crucial concept which empowers women is that fewer than 1 in 5 
females is orgasmic 100 percent of the time in couple sex. The average 
woman, who feels good about her orgasmic pattern, is orgasmic in 
approximately 70 percent of couple encounters (Graham, 2014). If 
regularity of orgasm was the chief criterion, both women and men would 
use masturbation—it is a more reliable, predictable way of reaching 
orgasm. By its nature, couple sexuality is more flexible and variable, as 
well as more valued by both women and men. 

For many couples, especially those over 40, satisfaction is enhanced 
by developing an afterplay scenario(s). Like bridges to sexual desire, 
having a “hers,” “his,” and “our” afterplay scenario can be of great value. 
Rather than organizing around rigid gender roles, the couple can experiment 
with warm scenarios, playful scenarios, seductive scenarios, or romantic 
scenarios. Do not settle for the 1-2 minute hug, kiss, “I love you,” and off to 
sleep. Is the woman free to experiment with an afterplay scenario involving 
hiding a silly note on her body or in the pillow? Does the man enjoy getting 
up, making a pot of tea, and planning a weekend getaway without the kids? 
Rather than quietly cuddling, can the couple enjoy a silly word game mixed 
with playful touching? Find at least one afterplay scenario which facilitates 
bonding and satisfaction. 


COUPLE SEXUAL STYLES 


A major contribution of sex therapists to couple therapy is the concept of 
couple sexual styles. Gottman (1993) noted that there is not one right way 


to be a couple and described couple relational styles based on how the 
partners deal with differences and conflicts. In contrast, the couple sexual 
style is based on two factors. First, how does each partner maintain 
autonomy (sexual voice) while being an intimate sexual team. Second, how 
do the partners integrate intimacy and eroticism into their relationship? 
Many couples and clinicians mistakenly believe that the couple relational 
and sexual styles should, or even must, be the same. McCarthy& McCarthy 
(2009) find that for many couples their sexual style is different from their 
relational style. 

The most common couple sexual styles (in order of frequency) are: 


e Complementary (mine and ours) 

e Traditional (conflict minimizing) 

e Best Friend (soul mate) 

e Emotionally Expressive (fun and erotic) 


There is not one sexual style which fits all couples. Each sexual style has its 
strengths and vulnerabilities. The couple needs to determine what is the 
right fit for their feelings and needs. Which sexual style promotes desire for 
that couple? The couple sexual style allows a mutually acceptable way of 
thinking, talking, experiencing, and feeling about sexuality so that it has a 
15-20 percent positive role in their relationship. 

The key is to reach an attitudinal/behavioral/emotional commitment to 
a couple sexual style rather than fall into the trap of a power struggle over 
the role and meaning of couple sexuality. Then play to the strengths of the 
chosen sexual style while being aware of and monitoring vulnerabilities. 

Let us describe the strengths of each couple sexual style. 


Complementary Couple Sexual Style 


The Complementary couple sexual style is the most frequently chosen, 
especially among couples in therapy. The prime strength is that each partner 
has a positive sexual voice and they embrace being an intimate sexual team. 
In the Complementary style both partners value intimacy and eroticism. The 
Complementary style follows the therapeutic model of personal 
responsibility for desire/pleasure/eroticism/satisfaction while recognizing 
that at its core sexuality is an intimate team process. A particular strength of 
the Complementary style is recognizing “her,” “his,” and “our” bridges to 


sexual desire. Complementary couples recognize individual sexual feelings 
and preferences in the context of being a well-bonded sexual team. Rather 
than struggling with “my way-your way” power struggles, the 
Complementary sexual style values sexuality as a shared pleasure. The 
Complementary sexual style is the best for the majority of couples, but not 
all couples. 


Traditional Couple Sexual Style 


A strength of the Traditional sexual style is that both partners accept the 
traditional male-female gender roles upon which the sexual 
relationship is organized. The man’s focus is on sexual initiation and 
intercourse frequency with the woman’s focus on intimacy and affection. 
With this clarity, sex is not a source of conflict nor does it require 
negotiation. This is the most stable couple sexual style and likely to be 
congruent with their relational style. The ‘Traditional sexual style 
emphasizes children and religion, especially marriage and family. If the 
couple becomes non-sexual, as long as they value marital security and 
affectionate touch, the non-sexual relationship is accepted as a normal part 
of aging. 


Best Friend Couple Sexual Style 


Best Friend couples have traditionally been viewed as the ideal and 
congruent with the Best Friend relational style. Key factors were high 
levels of intimacy, mutuality, loving feelings, and communication. A 
secure emotional attachment is more valued than eroticism. The Best Friend 
sexual style is highly validating. Each partner feels accepted for who they 
are (strengths and vulnerabilities) and believes “my spouse has my back.” 
Affection, sensuality, and mutuality of feelings and experiences are highly 
valued. 


Emotionally Expressive Couple Sexual Style 


Emotionally Expressive is the most fun and erotic sexual style. Others 
envy the sexually liberated couple who set their own relational and sexual 
rules. Strengths include freedom from traditional gender roles, valuing 
sexual play and eroticism, freedom from sexual expectations and 
constraints, and the sexual style most likely to utilize role-enactment 
arousal/eroticism. In addition, the Emotionally Expressive style is the most 


flexible and resilient, including recovery from EMA’s (affairs). They cry, 
yell, and have make-up and get-even sex. 


VULNERABILITIES OF EACH SEXUAL STYLE AND SUGGESTED 
INTERVENTIONS 


The theme is to help the couple choose the right sexual style for them and 
play to the strengths while being aware of potential vulnerabilities and how 
to prevent these. Each couple sexual style has unique vulnerabilities. 


Complementary 


The prime vulnerability of the Complementary sexual style is treating 
couple sexuality with “benign neglect,” allowing the sexual relationship 
to proceed on auto pilot. With family and job demands, sex becomes a low 
priority. Even if sex is functional, it is no longer special and energizing. A 
suggested preventive intervention is once every 6 months or once a year 
each partner initiate something new—whether a new lotion for pleasuring, a 
different intercourse position or type of thrusting, or a different afterplay 
scenario. To maintain desire and satisfaction, couple sexuality needs new 
inputs and continued energy. 


Traditional 


There are two major vulnerabilities for the Traditional sexual style. First, 
with aging the man’s ability to achieve totally predictable, autonomous 
erections decreases. Second, the woman feels her needs for intimacy and 
attachment are negated by the man’s intercourse focus. The suggested 
intervention is whether every 6 months or once a year, the man initiates an 
intimacy date with a prohibition on intercourse and orgasm, and the woman 
initiates a playful or erotic date—her choice whether to proceed to 
intercourse and/or orgasm. This allows the couple to “spice up” their 
Traditional sexual style. 


Best Friend 


There are two major vulnerabilities with the Best Friend sexual style. First, 
the couple is so emotionally close that they “de-eroticize” the spouse and 
relationship. Second, there is so much emphasis on mutuality that it 
becomes “the tyranny of mutuality.” They do not take emotional and 


sexual risks, resulting in low sexual frequency. The suggested 
intervention is once every 6 months or once a year each partner initiates an 
asynchronous (better for one partner than the other), “selfish” erotic 
scenario. If that is unacceptable, a playful scenario is initiated. The message 
is that not all sex has to be mutual and serious. This allows Best Friend 
couples space to sexually breathe and play. 


Emotionally Expressive 


Emotionally Expressive is the least secure sexual style. Although resilience 
is a strength, after healing from many sexual fights and EMA’s the couple 
feels worn out by too much sexual drama. A particular sexual vulnerability 
is that when nude in bed after a negative sexual experience, the partner says 
dramatic hurtful/harmful things. This is equivalent to dropping a “sexual 
atomic bomb.” The preventive intervention is to list 1-3 atomic bomb 
issues, and to commit that no matter how hurt, angry, drunk, to not use a 
sexual atomic bomb. The worst time to talk sex is lying in bed nude after a 
negative sexual experience; the partner is too vulnerable. 


EXERCISE 


CHOOSING YOUR COUPLE SEXUAL STYLE 


Start this exercise by individually writing answers to the following questions. Be honest and 
specific-don’t give “socially desirable” answers or try to second-guess your partner. 


1) How important is sex in your life? What do you value most about couple sexuality? 
2) In terms of affectionate touch, do you prefer kissing, hugging, or holding hands? 


3) Do you enjoy cuddling and sensual touch? Do you prefer mutual touching or taking 
turns? How important is non-demand pleasuring for you and your relationship? 


4) What is the meaning and value of playful touching? Do you enjoy silly nicknames 
for genitals and sexual activities? 


5) How much do you engage in and value erotic scenarios and techniques? Do you 
prefer focused stimulation or multiple stimulation? Self-entrancement arousal or 
partner interaction arousal? Do you like to use role-enactment arousal (external 
stimuli)? Do you value erotic sexuality as a path to orgasm or do you prefer 
transitioning to intercourse? 


6) What is your preferred intercourse position- man on top, woman on top, side to 
side, or rear entry? What type of thrusting is most arousing- in and out, circular, 
short or long, deep inside, fast or slow? Do you enjoy multiple stimulation during 
intercourse? 


7) Do you enjoy and value afterplay as part of your couple sexual style? Do you 
share a sense of bonding and satisfaction? 


Next, share your responses with your partner. Where there are differences or conflicts, 
carefully discuss the question and clarify practical and emotional dimensions of your 
responses. Remember, you are not clones of each other. You want to maintain your sexual 
autonomy (sexual voice) while affirming sexual desire and feelings about intimacy and 
eroticism. Your preferences and sensitivities are part of who you are as a sexual person and 
must be integrated into your couple sexual style if you are to be truly satisfied. 


To discover an intimate, pleasurable, erotic, satisfying couple sexual style, you need 
to take personal responsibility for sexuality and embrace being an intimate sexual team. 
As you review your answers, discuss what balance between autonomy and coupleness is right 
for you. The Best Friend sexual style is the most intimate, whereas the Traditional sexual style 
has the clearest gender roles and is the least emotionally close. The Emotionally Expressive 
couple sexual style is the most flexible and allows the greatest freedom to experience erotic 
sexuality. The Complementary sexual style is the most commonly chosen because it balances 
individual sexual autonomy with being a securely bonded sexual couple. When choosing your 
couple sexual style, with your unique modifications and characteristics, do not be “politically 
correct.” What is the best fit for you? 


The second factor is to determine the best integration of intimacy and eroticism for 
you as a couple. The Emotionally Expressive sexual style focuses on eroticism, whereas the 
Best Friend sexual style focuses on intimacy. The Traditional sexual style divides roles by 
gender. Eroticism is the man’s domain; intimacy is the woman’s domain. In the 
Complementary sexual style, each partner values both intimacy and eroticism. Again, the 
personally relevant question is what is the right integration for you as individuals and as a 
couple. Don’t worry about what is “socially desirable.” What is important is the integration 
that allows you to experiences strong, resilient sexual desire. What fits you as a couple? 


Discovering the right couple sexual style is about mutuality and a positive influence 
process. To be an intimate sexual team, avoid power struggles or “winning the battle but 
losing the war.” We suggest each partner have the ability to veto a sexual style that would be a 
bad fit. Even more important is to discuss the remaining sexual styles that could work for you. 
Then choose the couple sexual style that best suits you. 


IMPLEMENTING THE CHOSEN COUPLE SEXUAL STYLE 


There is not one right couple sexual style. Choosing a mutually agreeable 
sexual style promotes desire/pleasure/eroticism/satisfaction. Play to the 
strengths of the chosen sexual style while being aware of and monitoring 
vulnerabilities. The couple sexual style allows each partner to balance 
autonomy (sexual voice) with being a sexual team who integrate intimacy 
and eroticism. 


THE FUNCTION AND MEANING OF THE NEw SEXUAL MANTRA 


The mantra of desire/pleasure/eroticism/satisfaction is a powerful 
breakthrough in the sex therapy field. This mantra is motivating and 
empowering for women, men, and couples. It provides a shared language 
and meaning which emphasizes that the essence of sexuality is an intimate 
team experience. It gives the couple a common language describing the four 
core dimensions of healthy sexuality. An important function is to confront 
and change the traditional male-female power struggle over intercourse, 
replacing it with a focus on female-male equity with each partner valuing 
desire/pleasure/eroticism/satisfaction. In addition, the focus is on sharing 
pleasure and eroticism rather than intercourse and orgasm as a pass-fail 
individual performance test. The emphasis on desire and satisfaction and 
their role in the relationship is crucial. 

Another function of the new mantra is to provide a common set of 
concepts to bridge the gap between couple and sex therapists. Traditionally, 
couple therapists emphasized intimacy and communication, while sex 
therapists emphasized sex function and eroticism. An integrative approach 
is a better fit for the needs of married and partnered couples. The intimacy 
vs. eroticism split is not in the interest of couples nor does it enhance the 
couple therapy or sex therapy fields. The new sexual mantra makes it clear 
that sexuality is not the most important factor in a relationship. When 
sexuality does not have a positive 15-20 percent role, conflictual, 
dysfunctional, and especially avoidant sexuality can destabilize the 
relationship. The therapy field benefits from the recognition that sexuality is 
much more than intercourse and much more than individual sex 
performance. The essence of sexuality is an intimate team experience. 


CASE STUDY 


REBECCA AND DEAN 


Couples fall into the “Why can’t you be like me” trap. Rebecca asked Dean why he had 
changed so much in the in the past year. In the first two years, she felt swept away by romantic 
love/passionate sex/idealization. She felt desire and desirable and there was almost no 
emotional or sexual conflict. Once problems began, they quickly feel into a negative sexual 
cycle. In the past 8 months, Rebecca felt pressured and put down by Dean. Although they had 
good sex on occasion, most of their sexual encounters were derailed by conflict and put- 
downs. Rebecca’s chief question was why Dean had stopped valuing intimacy and touching. 


Dean’s view of the problem was the opposite. He felt Rebecca had pulled a “bait and 
switch.” For two years Rebecca was pro-sexual and enjoyed a vibrant relationship which 
included high levels of pleasure and eroticism. Dean remembers conflicts where they used sex 
to get back on the same team and then problem solve the issue. Now, Dean felt Rebecca used 
sex as punishment to get back at him. His question was why Rebecca stopped utilizing 
sexuality as a way to reunite them and deal with differences and conflicts. Where had the pro- 
marriage, pro-sexual Rebecca gone? 


The therapist confronted them with the self-defeating reality of their “Why can’t you be 
like me” power struggle. Like all power struggles it’s not about sharing positive feelings, but 
about not being the loser. The clinician affirmed the value of the romantic love/passionate 
sex/idealization phase of their relationship. She told them that 2 years was usually the longest 
the limerance phase lasts, and congratulated them on achieving that. She challenged them to 
find a couple sexual style which promoted desire/pleasure/eroticism/satisfaction. The clinician 
emphasized that this was a couple task. The power struggle subverted their relationship. 
Rather than trading charges and counter-charges, Rebecca and Dean needed to join as 
intimate and sexual allies. 


Change started by each affirming the sexual mantra of 
desire/pleasure/eroticism/satisfaction. As is true in many, perhaps a majority of clinical 
cases, the first issue to address was desire. Instead of blaming Dean, Rebecca needed to 
approach him as her intimate and erotic friend. The clinician helped Rebecca make this shift 
by reminding her that both wanted a satisfying, secure, and sexual marriage. 


Avoidance reinforces alienation, touch reinforces engagement. Rebecca initiated the 
comfort exercise and Dean initiated the attraction exercise. The format was reading, 
discussing, and implementing psychosexual skill exercises to rekindle sexual desire (McCarthy 
& McCarthy, 2012). This provided a powerful strategy to reengage Dean and Rebecca. For 
Dean, the mechanism to break the cycle of blaming and feeling sexually betrayed was finding 
a trust position which allowed him to feel physically connected and safe with Rebecca. Two 
weeks later each partner initiated their preferred sexual scenario. This resulted in two 
powerful learnings. The most important was beginning the process of developing a new couple 
sexual style. This is what they should have done when the limerance phase ended. Primary 
prevention is always preferable, but couples are in therapy because they didn’t practice 
primary or secondary prevention. It’s not too late to build a couple sexual style which 
promotes desire/pleasure/eroticism/satisfaction. 


The second major learning was how different their preferred sexual scenarios were. Both 
assumed they were very similar sexually, but like most couples Dean and Rebecca were not 
sexual clones. For example, Dean preferred starting a sexual scenario outside of the bedroom 
(i.e. dancing on the deck) while Rebecca preferred starting when they were lying in bed. Dean 
assumed they would transition to intercourse as soon as Rebecca was sufficiently aroused and 
that she valued hard thrusting for orgasm. In fact, Rebecca enjoyed prolonged erotic play and 
didn’t want to transition to intercourse until she’d had 1-3 orgasms. At high levels of erotic 
flow it was easier to be orgasmic during intercourse. Rebecca assumed that hard thrusting 
was Dean’s preference (which it was not). She preferred slow, deep thrusting mixed with 
manual clitoral stimulation. The biggest surprise involved preferred afterplay scenarios. 
Rebecca enjoyed showering together and being playful in the shower while Dean liked lying 
together, gentle touching, and affirming how great it was being a couple. Rebecca and Dean 
are a good example of how important it is to check out stereotypes and assumptions—the 
reality is usually more complex and nuanced than simplistic stereotypes. 


As with other couples, eroticism is the most difficult dimension to read about, discuss, 
and integrate into couple sexuality. Rebecca assumed that visual stimuli were key to eroticism 
for all men. Early in the relationship she would buy a new outfit from Victoria’s Secret on a 
monthly basis and entertained Dean with a “strip tease.” She was surprised to learn that 
although Dean liked sexy outfits he thought Victoria’s Secret was a waste of money. Dean 
preferred erotic scenarios which were movement-oriented and unpredictable. Dean most 
valued partner interaction arousal scenarios. Now that he understood Rebecca’s erotic turn- 
ons, he wanted her to know that his major turn-on was her arousal. For Rebecca, when her 
subjective arousal was 6-7, she loved self-entrancement arousal, especially being manually 
stimulated to high levels of erotic flow and orgasm. Allowing herself to be passive and mindful 
of erotic sensations brought orgasmic response. 


Rebecca found that the best time and place to talk about erotic scenarios and techniques 
was in the family room over a glass of wine with jazz softly in the background the day before a 
sexual encounter. It was the second glass of wine which facilitated her verbally sharing erotic 
turn-ons with Dean. This was very different than the spontaneous, easy sex of the first two 
years. Sexuality was more intimate, genuine, and promoted an erotic transparency which 
Dean valued. The fact that Dean so easily “piggy-backed” his arousal on hers was gratifying. 
This predicted that they would be a desirous/pleasurable/erotic/satisfied couple into their 60’s, 
70s, and 80's. 


Both Dean and Rebecca were very disappointed that they had settled into problematic 
couple sexuality after the end of the limerance phase. They regretted the alienation and sexual 
pain they had caused each other for over a year, but grateful that they had embraced the new 
sexual mantra of desire/pleasure/eroticism/satisfaction. 


INDIVIDUALIZING THE NEw SEXUAL MANTRA 


Sexuality is not like a cookbook where you rigidly follow directions. 
Individuals and couples have their unique attitudes, feelings, and sexual 
preferences. Throughout this book we repeat “sexually one size never fits 
all.” There are individuals and couples who emphasize desire and downplay 
eroticism; others place high priority on pleasure and satisfaction; still others 
emphasize eroticism and downplay intimacy. In working with these 
differences clinically there are two crucial guidelines. First, be sure the 
couple does not fall into the sexual power struggle trap. Different feelings, 
preferences, and preferred scenarios are normal and healthy. 
Differences can “spice up” their sexual relationship. This is also true of 
asynchronous sexual scenarios-it is normal and healthy that a sexual 
encounter is more pleasurable, erotic, or satisfying for one partner. The 
caveat is that a sexual scenario or technique cannot be at the expense of the 
partner or the relationship. Flexibility, variability, and complexity are part 
of healthy couple sexuality. 


Mutual, synchronous sexual experiences are the most highly valued. 
Although the great majority of sexual encounters are positive, they are not 
always mutual and synchronous. Even among happily married, sexually 
functional couples less than 50 percent of encounters are mutual and 
synchronous (Frank, Anderson, & Rubinstein, 1978). 

The clinician needs to confront “my way is right, yours is wrong” 
power struggles. The foundation of healthy couple sexuality is a positive 
influence process where sexuality is an intimate team process. Power 
struggles subvert couple sexuality. They are unnecessary and serve no 
useful purpose. Even when one partner wins the sexual battle, the couple 
loses being intimate sexual friends. The clinician can reinforce a range of 
sexual roles and meanings while confronting power struggles. 

The second guideline is all four dimensions- 
desire/pleasure/eroticism/satisfaction—need to be present for each partner. 
They don’t need to have the same strength or be present each time, but each 
dimension needs to be part of each person’s sexual voice. The spouse 
cannot coerce the partner to experience pleasure or eroticism—demands 
and coercion poison sexuality. Each person is responsible for her own 
desire/pleasure/eroticism/satisfaction; the spouse cannot do it for her. She 
owes it to herself and to the relationship to find her sexual voice which 
affirms each dimension. 

Traditional couples emphasize the pleasure/eroticism split. Men do not 
value pleasure and women do not value eroticism. The male saying is “any 
sex is satisfying.” Rigid gender roles subvert couple sexuality. Whether 
traditional gender roles or gender role reversal, it is common for one partner 
to emphasize one or more sexual dimensions. For most couples desire— 
feeling desire and desired—is by far the major sexual dimension. Women in 
middle age report a vital, satisfying sexual relationship is key to marital 
satisfaction. One partner might emphasize giving and receiving pleasure, 
while the other emphasizes erotic scenarios which generate vitality. Some 
couples find that afterplay and a sense of being a bonded couple is the 
important glue for the relationship. 

What gets couples in trouble is when one partner negates desire, 
pleasure, eroticism, or satisfaction. The most common negation involves 
desire. Even when she experiences arousal and orgasm once she is sexually 
involved, desire is not enhanced and she minimizes the sexual experience. 
A common male example is negating sexual satisfaction—no matter how 


much or what kind of sex, he feels it’s not enough. He negates her sexual 
feelings and isolates himself. This is a special trap for men who value 
masturbation and internet sex at the expense of intimate, interactive couple 
sexuality. 

Often, the partner who negates one or more sexual dimensions tries to 
talk the clinician into accepting the status quo as “that’s the way it is and it’s 
okay.” It is not the clinician’s role to judge or coerce the client, but the 
clinician makes a mistake by being passive. A common complaint about 
therapists is they accept short-term, emotional choices rather than 
working with the client to help her and them make a “wise” decision. 
Wise decisions work in the short and long term and make sense both 
practically and emotionally. Negating couple sexuality is not wise. The 
clinician providing therapeutic resources and urging the client and couple to 
make wise decisions is empowering. Desire/pleasure/eroticism/satisfaction 
is a wise decision for the woman, the man, and the couple. 


Key CLINICAL POINTS 


The new sexual mantra of desire/pleasure/eroticism/satisfaction is motivating and empowering 
for individuals and couples. It introduces a common language and concept which challenges old 
male-female power struggles and marital therapy vs. sex therapy splits. All four dimensions of 
sexuality are important. The whole is more than its parts. Both the woman and man embracing the 
value of desire/pleasure/eroticism/satisfaction is integral to helping develop a couple sexual style 
which is the right fit for them. 


The core issue in their couple sexual style (Complementary, Traditional, Best Friend, 
Emotionally Expressive) is the balance between each partner’s sexual autonomy (voice) and 
being part of an intimate sexual team that integrates intimacy and eroticism. Each couple’s 
sexual style accepts the new sexual mantra, but in their unique way. 


The therapist confronts individual and couple attitudes, behaviors, and emotions which subvert 
healthy sexuality. Even more important is the therapist’s role in taking a pro-sexuality stance and 
affirming the value of desire/pleasure/eroticism/satisfaction for the woman, man, and couple. This 
includes affirming the value of both mutual, synchronous sexual experiences as well as asynchronous 
sexuality (better for one partner). The critical guideline is that asynchronous sexuality is not at the 
expense of the partner or relationship. 


Under the rubric of desire/pleasure/eroticism/satisfaction, the clinician helps the couple 
recognize and accept the range of roles, meanings, and outcomes for couple sexuality. 


Chapter 3 
Four-Session Assessment Model 


The four-session assessment model provides an approach that is helpful to 
both clinicians and couples. The clinician’s adopting an approach she 
believes in is reassuring to clients. This model can be individualized for 
each couple. 

If at all possible, conduct the first session as a couple rather than 
seeing the client for an individual appointment. This sends a powerful 
message that intimacy and sexuality is a couple issue. This is true whether 
the problem involves desire, pleasure, eroticism/orgasm, or sexual 
satisfaction. You see who this couple is and hear their presentation rather 
than begin with one person (most commonly the woman) who presents her 
picture of the problem and the spouse. Traditionally, therapists began 
individually and after 6 sessions or 6 months the spouse was invited to 
participate. He enters therapy in the one-down position rather than as an 
equal partner from the beginning. 

A strength of conducting the first session as a couple is you can assess 
each partner’s motivation. Is the couple hopeful and motivated to address 
sexual problems or is this a last attempt before consulting a divorce 
attorney? Sadly, in marital and sex therapy the couple seeks treatment not 
when the problem is acute, but when it has become chronic and severe. 
Commonly, the couple is demoralized and alienated. Rather than sexuality 
having a 15-20 percent positive role, sexuality has a 50-75 percent role of 
subverting intimacy and threatening marital stability. A common pattern is 
the pursuer-distancer dynamic where one spouse demands the sexual 
problem be resolved while the other is in denial or avoidance mode. 
Power struggles are unhealthy for the man, woman, and couple. 
Interestingly, when the issue is a female sexual dysfunction, especially 
inhibited sexual desire (ISD), it is the stereotypic male pursuer-female 
avoider pattern. When it is a male sexual dysfunction, especially erectile 


dysfunction, ejaculatory inhibition, or ISD, it is the female pursuer-male 
avoider. When couples stop being sexual it is almost always the man’s 
decision, made unilaterally and conveyed non-verbally. He has lost 
confidence with erections, intercourse, and orgasm. Sex has become a 
source of frustration and embarrassment. He avoids sexual touching 
because of fear he will fail at intercourse (Feldman, et al., 1984). 

An important dimension in the initial couple session is to determine 
what strategies they have already attempted to resolve the problem so the 
clinician does not repeat the same mistakes. Positive expectations are an 
important component of the change process. Repeating interventions which 
previously failed is a self-defeating strategy. Have the individual and/or 
couple sign a release of information form for a previous or present 
individual therapist, couple therapist, psychiatrist, pastoral counselor, and 
even a divorce attorney. Rather than waiting for a written report (this is like 
waiting for Godot), on the form the therapist writes he will call within the 
week. Clinicians are more likely to be forthcoming and honest on the phone 
than in a written report. You want two things from the professional—her 
assessment of the problem (including previous interventions) and 
recommendations for treatment. It is fascinating to compare the 
clinician’s assessment and suggestions with the client’s assessment of the 
prior treatment; often there are major discrepancies. 

In addition to motivation, an important issue to explore is whether and 
when desire/pleasure/eroticism/satisfaction was positive. A common pattern 
is they began as a romantic love/passionate sex/idealized (limerance phase) 
couple. However, this lasted less than 2 years, often ending before the 
marriage. They did not make the transition from the limerance phase to 
developing a couple sexual style. 

Assigning the couple a brief reading (20 pages at the most, ideally less 
than 10 pages) can be valuable. Reading/information does not cure 
problems, but has two positive functions. It destigmatizes the problem by 
making clients aware of how common it is (normalizing). For example, 
learning that the most common time for desire problems is the first two 
years of marriage or that few men experience the dramatic results promised 
by TV ads for Viagra is reassuring. The second function is to build positive, 
realistic expectations for sexual change. Realizing that the sexual 
dysfunction is common enough to have a name and that there are 
scientifically validated guidelines to address the problem is motivating. 


ASSESSMENT 


INDIVIDUAL PsyCHOLOGICAL/RELATIONAL/SEXUAL HISTORY 
Done individually, not together 


Start by saying, “I want to understand your psychological, relational, and sexual 
history both before and during this relationship. I want to hear all your strengths as 
well as vulnerabilities. I appreciate you being as forthcoming and honest as possible. 
At the end, Pll ask if there is anything sensitive or secret that you do not want shared 
with your partner. I will not share it without your permission. However, I want to 
understand you and your experiences as much as possible so I can be the most helpful 
in resolving these problems.” 


Guidelines: Structure chronologically, move from less anxious to more anxiety- 
provoking questions and topics. Be non-judgmental about atypical or non-socially 
acceptable behavior. Don’t ask “yes-no” questions. Ask open-ended questions with 
expectation of “yes.” Probe for trauma, dysfunctional attitudes, behaviors and 
emotions. 


Background 

a. What did you value about growing up and what caused you problems and regret? 

b. What is your formal education? Sex education? 

c. What is your religious background? Religious sex education? 

d. Did your parents provide a good marital and sexual model? What were their 
attitudes towards touching and privacy? 


Social and sexual experiences as a child 

a. Social and sexual experiences with others (siblings or peers) How have your 
siblings done sexually as adults? 

b. Comfort with body and gender 

c. Did you have a happy or troubled childhood? 


Puberty and Adolescence 

a. First orgasmic experience — age, situation, feelings 

b. Masturbation — how learned, technique used, first orgasmic experience, use of 
fantasies and written or online material (has that changed or stayed the same?) How 
and when did you begin self-exploration and masturbation?” 

c. For females — menstruation: age at onset, preparation for, cognitive and emotional 
response of self and others 

d. Socially and sexually, what was high-school like? Did you feel good about your 
body image? Was dating a positive experience or a source of anxiety or guilt? 

e. How old were you at first orgasm with a partner? How old were you at first 
intercourse? Was this a positive or negative experience? How long did the 
relationship last and how did it end? 

f. Same sex question — Many men (women) have sexual thoughts, feelings fantasies, 
and experiences with men (women). What were your experiences and feelings 
about being sexual with other men (women)? 


g. Many people experience unwanted pregnancies or sexually transmitted infections — 
What were your experiences? How did you handle the problem and feel about it at 
the time? In retrospect? 

h. As you review your childhood and adolescence, what were your most important 
positive learnings and experiences? 

i. As you review your childhood and adolescence, what was the most negative, 
confusing, guilt-inducing or traumatic sexual experience? 


Adult Sexuality 

a. (If attended college) What was college like socially and sexually? (If work or 
service) What were your young adult relationships and sexual experiences like? 

b. (After determining when the couple met) — As you review your dating and sexual 
history, what were your positive and negative experiences? What was happening in 
your life 6 months before meeting your spouse (partner)? 


Present Relationship 

a. How did you meet? What was the initial attraction? What were first sexual 
experiences like? 

b. When was sex best in this relationship? What made it good for you? How do you 
communicate sexually (verbally and non-verbally)? When was 
desire/pleasure/eroticism/satisfaction best? 

c. Are you attracted to your partner? Do you have loving feelings? When did sexual 
problems begin? What caused this and how has it played out? Do you view the 
sexual dysfunction as an individual or couple problem? How much anger, guilt, 
resentment, blaming is involved? 

d. What are your strengths and vulnerabilities as a couple? What three changes would 
you request of your partner? 

e. How is your general health and what are your health problems? What medications 
do you take and what are the sexual side-effects? Have you talked to your internist 
or specialist about sexual concerns? 

f. Are financial issues a relational strength or vulnerability? What doesn’t your partner 
understand about how you deal with work and financial issues? 

g. (If parents) What are your strengths and vulnerabilities as a parent? Do you enjoy 
parenting? 

h. People have thoughts, feelings, fantasies, and experiences regarding extra-marital 
sex. What have your experiences been? How did you feel about the extra-marital 
involvement and how did it end? Is it secret? What’s your guess about your 
partner’s extra-marital experiences? 

i. What is the role of alcohol or drugs in your life and relationship? 


Wrap-up questions 

a. What else should I know about you psychologically, relationally, or sexually? 

b. What was the most negative, confusing, guilt-inducing, or traumatic sexual 
experience in your life? 

c. Is there anything you do not want shared with your partner? What is the positive 
reason for keeping this secret? 

d. What else should I know about you, your relationship and your life which would 
help in treatment planning? 

e. Is there anything you want to ask me? 


Conducting a comprehensive individual assessment of psychological, 
biological, and social/relational dimensions is crucial. If you do the 
assessment with the spouse in the room, it is likely you will get a 
“sanitized” version, not the genuine narrative (McCarthy & Thestrup, 
2008). 

The individual session begins by the clinician saying she wants an 
honest understanding of the person with full discussion of strengths and 
vulnerabilities. You appreciate the client being as forthcoming and blunt as 
possible about sexual experiences before he met the partner and since 
they’ve been a couple. You want to hear his strengths as well as his 
vulnerabilities. At the end, he will have a chance to red flag sensitive or 
secret material. You will not share this with the spouse without his 
permission. However, you want to understand him and his experiences as 
fully as possible if you are to help resolve these complex problems. 

Begin the history with open-ended questions focused on chronological 
development. What was the client’s educational background and sex 
education specifically? What was her religious sex education? What were 
her family experiences and what were the parents like as a marital and 
sexual model? In conducting a history, it is crucial to ask open-ended rather 
than “yes-no” questions where the socially desirable answer is “no.” The 
clinician is empathic, non-judgmental, and respectful. You want to 
understand the complexity of the person, with all her strengths and 
vulnerabilities. For example, do not ask, “have you experienced sexual 
trauma?” Most will say no. Use the open-ended question “The majority of 
people have confusing, guilt-inducing, negative, or traumatic experiences 
growing up. What was the most negative or traumatic experience you had 
before leaving home?” If there was nothing, it is fine to say no, but when 
asked in this manner the great majority of adults will disclose a negative or 
traumatic childhood or adolescent experience. The clinician follows up with 
questions about how the incident was dealt with at the time as well as how 
the adult views the experience—is it a shameful secret, a source of anxiety 
or anger, or has she made meaning of it and now feels she’s a proud 
survivor? Help the client process and make meaning of negative sexual 
experiences. This is also applicable in exploring issues of positive and 
negative body image. 

An important question is what the person’s life was like six months 
before meeting the spouse, especially psychological, relational, and sexual 


dimensions. Was this relationship chosen for positive reasons or was it a 
rebound relationship, fear of being alone, needing to be rescued, wanting to 
feel sexually desired, or to prove herself sexually? Realizing there was 
negative motivation does not mean the relationship is “fatally flawed,” 
but it does mean there is a need to establish positive motivation and 
meaning. 

In discussing this relationship, determine when and if 
desire/pleasure/eroticism/satisfaction were present. The most common 
pattern is they began as a romantic love/passionate sex/idealized couple 
(limerance phase). This is a powerful, motivating experience whose 
function is to facilitate developing a serious relationship. However, by its 
nature this is a fragile relationship phase lasting between 6 months-2 years. 
Some couples experience sexual problems from the beginning (the male 
example is premature ejaculation and female example is non-orgasmic 
response). How did that affect the couple and has it changed (positively or 
negatively) over time? 

When asking when desire/pleasure/eroticism/satisfaction was most 
positive it is the norm that it was different for each dimension. The 
clinician’s recognizing the many dimensions of human sexuality helps the 
client to recognize the complexity of his sexuality and move away from 
simplistic, misleading conclusions. An important dimension to explore is 
differences in sexual attitudes, behaviors, and feelings. One of the best 
measures of psychological well-being is that attitudes, behaviors, and 
emotions are congruent. A fascinating dimension of the sexuality/sex 
therapy field is how often people’s experiences are incongruent, especially 
with their values. This is explored and processed in the individual session 
and later in couple sessions. 

A rare, but crucial, issue is when the spouse was chosen specifically 
for anti-erotic reasons. Examples include when the male has a variant 
arousal pattern or sexual orientation issue and chooses a woman he is not 
attracted to so he can blame her for the sexual problem. A female example 
is feeling hurt and betrayed in highly sexual relationships. She chooses a 
man to marry because he would make a good father and be a stable spouse, 
but her feelings are neither romantic nor sexual. Most, but not all, of these 
cases result in a fatally flawed marriage and divorce. 

A crucial question is whether the client values a satisfying, secure, and 
sexual marriage. Do not assume this; ask in a non-judgmental manner. For 


some couples, marriage is about security and family, not satisfaction or 
sexuality. For other couples, sexuality (specifically eroticism) is core; others 
value intimacy with eroticism devalued. Do family, friends, religion support 
the marriage or is it the two of them against the world? In the past, what did 
the person most value about the marriage and marital sexuality? Did 
sexuality energize their marital bond? Did she feel desire and desirable? 
When in this relationship did she feel the most satisfaction? Be specific 
about the situation and feelings. What is the present state of 
desire/pleasure/eroticism/satisfaction? How motivated is she to enhance 
couple sexuality? 

In exploring the sensitive issue of extra-marital affairs (EMA), do not 
ask a “yes-no” question. Instead say,” The majority of people have 
thoughts, feelings, fantasies, or experiences being sexual outside their 
marriage, tell me about your experiences.” This encourages the client to 
disclose feelings and experiences about EMA. You need to follow-up about 
the emotional and sexual dimensions of the EMA(s). What were the 
positive and negative learnings? Is the EMA active or has it ended—if so 
how? In retrospect, what is his understanding about the role and meaning of 
the EMA? What are his intentions about future EMA’s? Ask whether he 
believes his spouse has had or is having an EMA. The issue of EMA is 
particularly value-laden. 

Carefully assess the client’s attitudes, experiences, and emotions. It is 
important to understand whether this couple has a traditional or non- 
traditional agreement about monogamy and EMA. Do not assume-obtain a 
clear picture of the person’s sexual attitudes, experiences, emotions, and 
values. It is important that the clinician not let her values and biases 
dominate therapy. 

Carefully assess how and when sexual problems began. How does the 
client understand the dysfunction and does she view it as an individual or 
couple problem? She needs to honestly decide whether she is motivated to 
work cooperatively with her partner or whether she is controlled by anger, 
guilt, resentment, blaming, or shame which interfere with being an intimate 
sexual team. 

What are their strengths and vulnerabilities as a couple? What changes 
would she request in order to change her view of the partner and 
relationship? 


What other factors influence the relationship-financial issues, 
parenting issues, health problems, alcohol/drug use, work problems, 
extended family issues? You want a clear narrative about the person and 
relationship, both sexually and non-sexually. 

Typically, the history is conducted in one 60-minute session, although 
there are clients who require three sessions and others who complete the 
history in less than 30 minutes. Even though the emphasis is on a 
chronological, comprehensive history, I strongly recommend ending the 
session by asking open-ended, wrap-up questions. This includes: “What 
else should I know about you psychologically, relationally, or sexually?” 
Some clients, especially males, will use this question as a cue to disclose 
important, but difficult or embarrassing, information. Another question is, 
“what was the most negative, confusing, guilt-inducing, or traumatic 
experience in your life?” Interestingly, even when the client has a history of 
child sexual abuse, rape, or incest, she reports the present sexual problem is 
the most difficult she’s ever faced. 

The issue of sensitive or secret material from the past or present is a 
challenging one for clinicians and a common reason for not conducting 
individual histories. The question, “is there anything you do not want 
shared with your partner?” is crucial. In my clinical experience with over 
4500 sexual histories approximately 80-85 percent of individuals do have 
sensitive/secret material they do not want shared (McCarthy, 2002). For 
those in couple therapy for a non-sexual problem, a significant majority 
identify sensitive/secret material they do not want to share. Since the 
clinician promised to not share the material, unless the secret involves 
potential suicide or homicide, you have an ethical obligation to not share 
the material without the client’s permission. 

I strongly encourage asking a follow-up question “What is the 
positive reason you don’t want to share this?” Almost invariably, the client 
does not have a positive motivation. He wants this secret kept because of 
fear of the spouse’s anger, his shame, or belief the spouse would leave him. 
Negative motivation does not promote healthy behavior. I do not believe 
that all secrets can or should be shared, but do believe that most 
sensitive/secret material can be shared in a therapeutic manner. The best 
time to share this is during the couple feedback session. 

Useful clinical guidelines are that if the secret material is likely to be 
disclosed by someone else or there is a message to the secret it is better 


shared in the context of therapy. Sharing sensitive/secret material in the 
therapist’s office is not to serve moralistic standards or to be politically 
correct, but to increase understanding, empathy, and motivation. If the 
disclosure were motivated by hostility/revenge or shifting guilt to the 
partner, this is anti-therapeutic. Sharing is for therapeutic purposes. There 
are sensitive/secret issues where sharing would cause harm to the individual 
or couple. Again, not all material can or should be shared. 

The clinician needs to use her clinical judgment, but in the great 
majority of cases she lobbies the client to give permission to share the 
sensitive/secret material. Most clients will give permission because the 
sensitive/secret material is integral to his psychological/relational/sexual 
narrative and he knows (if not welcomes) the importance of processing this 
with the spouse. If he is ambivalent or reluctant, he is asked to engage in a 
cognitive therapy exercise at home, and contact the clinician with a decision 
in 2-3 days. 

The exercise consists of writing the sensitive/secret material in four 
categories/columns. The first column is the sensitive/secret material. The 
second column is the worst case scenario if the material were to be 
disclosed. The third column involves positive outcomes if this material is 
processed in a therapeutic manner. The fourth and final column is the 
emotional cost-benefit assessment of disclosing and processing the 
sensitive/secret material. Clients find this exercise both difficult and 
motivating. Over 80 percent eventually give the clinician permission to 
disclose the material as part of the couple feedback session. 

We suggest two additional wrap-up questions. “What else should I 
know about you, your relationship, and your life which would help in 
treatment planning?” An important issue elicited by this question is internal 
or external factors which affect the person’s motivation. An example is the 
client who consulted a divorce attorney and for whom being in therapy is 
part of a legal strategy. Another example is the client who fears that unless 
sex changes the spouse will leave the area and he will lose contact with his 
children. 

The last question is, “I’ve been asking you questions for 55 minutes, is 
there anything you want to ask me?” The most common questions are: “Are 
we the worst couple you’ve ever seen?” and “Is there any hope for this 
marriage?” It is important to not overpromise nor shrug the question off. 
Assure the client that you take him and the relationship seriously and will 


give specific feedback about the problems and proposed therapeutic plan at 
the couple feedback session. 


THE CoupLE FEEDBACK SESSION 


The 90-minute couple feedback session is a core component in this 
therapeutic model. This session bridges the assessment and treatment 
phases. There are three focuses: 


1) A new, genuine individual psychological/relational/sexual 
narrative for each person, highlighting strengths and 
vulnerabilities. 


2) Exploration of couple strengths and vulnerabilities, with a 
proposed treatment plan and goals. The most common 
agreement is a six-month “good faith” effort to resolve the 
relational problem and build a new couple sexual style. 


3) Assign the first psychosexual skill exercise to be done at home. 


The clinician begins by being very active and conducting the session in a 
structured manner. This structure focuses on the couple developing a new 
understanding of the sexual problem with a commitment to be engaged 
rather than blame or avoid. Typically, one person believes the problem is 
caused by the partner. The spouse who feels it’s not her problem is the one 
who receives feedback first. The clinician turns his chair to face her with 
the partner watching and listening to the interaction. The clinician clearly 
spells out the client’s psychological, relational, and sexual strengths. 
Then spells out her vulnerabilities (including the clinician weaving in 
sensitive/secret material). At the end of this complex, multi-dimensional 
narrative, the clinician asks if this is the client’s genuine story or does she 
want to add, edit, delete, or was there a major misunderstanding. 
Approximately 50 percent of clients affirm this was a genuine narrative and 
appreciate hearing this comprehensive feedback. Others edit, add or clarify 
specific issues. The clinician then turns toward the partner and asks him 
whether there is information or perceptions which he needs clarified. 
Typically, at least half of the spouse’s narrative contains important new 
information. If you asked, “how do you feel about this?” that could elicit a 
strong negative emotional reaction. You want him to focus on 


understanding and awareness with moderate emotion, not denial nor 
dramatic emotional outbursts. 

The next step is to repeat the individual feedback process with the 
partner. This is not a “tit-for tat,” but creating a genuine narrative with his 
strengths and vulnerabilities. 

The second phase of the feedback session is an exploration of couple 
strengths and vulnerabilities, leading to a therapeutic plan and goals. The 
most common therapeutic plan is a 6- month “good faith” agreement to 
build a new couple sexual style so sexuality has a positive 15-20 percent 
role in the marriage. Although it is crucial to address sexual dysfunction, 
that alone is unlikely to be sufficient to enhance sexual desire. The core 
issue is to build strong, resilient sexual desire and reinforce satisfaction. If 
the clinician believes this, it is motivating to tell the couple, “Your issues 
are difficult and complex, but three in four couples I’ve worked with are 
able to successfully build a new couple sexual style. It will be daunting and 
require a lot of work on your part and mine, but I believe you can be in that 
successful group.” The couple leaves the session feeling emotionally 
drained and aware of how hard the work ahead will be, but feeling they are 
finally speaking English to each other about intimacy and sexuality. The 
goal is to establish a new, genuine understanding of psychological, 
relational, and sexual issues. It will require effort and patience over weeks 
and months to resolve these difficult issues. However, the process has 
begun with hope that these are resolvable problems. 

The third phase of the couple feedback session is the assignment of the 
first psychosexual skill exercise which is done in the privacy of their home. 
The message is that half of therapy occurs in the clinician’s office, and the 
other half in the couple’s home. The most common therapeutic focus is 
sexual desire. The psychosexual skill exercises for desire are comfort, 
attraction, trust, and preferred sexual scenario (McCarthy & McCarthy, 
2012). The format is to give the couple one to three exercise handouts, ask 
each to read the exercise (including highlighting relevant dimensions), and 
to discuss this at home and in therapy. The most important component is 
engaging in the exercise. The strategy is to use touch to rekindle desire 
rather than desire coming from dramatic feelings, sexual spontaneity, or 
built-up sexual tension. 

It is unrealistic to expect issues to be resolved by the feedback session. 
The goal is to establish a new, genuine understanding. These issues will 


require time and patience over weeks and months to resolve. The couple 
leaves the feedback session believing the process of change has begun. 


CASE STUDY 


ANDI AND LAWRENCE 


When Andi and Lawrence appeared for the first couple session they were a very unhappy, 
blaming couple. Andi had twice left Lawrence and consulted two different divorce attorneys, 
each of whom asked for a large retainer with the expectation that this would be a long, bitter 
divorce case. Lawrence said they’d only been married two years, how could this be 
happening? He blamed all the marital and sexual problems on Andi. Both Andi and Lawrence 
had consulted individual therapists. Andi’s individual therapist was convinced Lawrence was 
a domineering, abusive man who might be sociopathic (although she’d never met Lawrence). 
To further complicate the situation Andi was six months pregnant, an unplanned pregnancy. 


When Andi called for an appointment, she intended to come alone with the goal of 
understanding Lawrence’s “sexual perversion.” On the phone I described the four-session 
assessment process and suggested this could be worthwhile. Since she was already in 
individual therapy, this would provide a different, more comprehensive perspective. Having 
the initial session be a couple session is a powerful message about intimacy and sexuality as a 
couple issue. 


The first question I asked them was: “Were desire/pleasure/eroticism/satisfaction ever 
present?” They were surprised by that question, but also intrigued. On the phone Andi said 
Lawrence would never speak up so was surprised when he said that at the beginning they had 
been a loving, sexual couple. When I asked Andi whether she concurred, she said they’d been 
a great couple the first year. She started attacking Lawrence for causing all the problems, but 
I intervened and said I wanted to understand what went right before it went wrong. I asked 
Andi what made the relationship generally, and sexuality specifically, so good. It took her a 
while to refocus (and to risk feeling vulnerable in front of Lawrence). Finally, she said she’d 
trusted him emotionally which allowed her to fall in love and enjoy great sex. Lawrence said it 
was the most loving, sexually satisfying relationship he’d ever experienced. Each time they 
were together they had intimate, fulfilling sex. As they spoke, it was clear they had not had an 
interaction like this in the past two years. 


I said, “before we move to what changed, can each of you say what it felt like to be 
intimate and share satisfying sex?” This time Andi took the lead and recounted her experience 
with Lawrence when they stayed up until early morning making love under the stars on a 
camping trip—this was one of the best experiences of her life. Lawrence affirmed that 
experience as highly erotic, but said the most intimate was in his apartment when Andi held 
him after hearing one of his closest friends had been killed in Iraq. 


I said, “can you tell me what went wrong without the ‘attack-counter attack’ intensity?” 
Lawrence said he really didn’t know when and what caused loving/sexual feelings to get off 
track. Andi said she couldn't believe he forgot the hateful fight where she felt totally negated 
and betrayed. Her wave of emotion and his stonewalling was about to shift to high gear when 
I said, “how many times have you had this fight at home?” Lawrence answered hundreds. 


Andi said, “how come you can’t remember to stop being an abusive asshole?” I again 
intervened, “this is a typical power struggle where it’s about not wanting to be the ’loser. 
‘You’ve forgotten about any positive goal.” I turned to Andi and said, “what’s behind the 
anger and blaming?” Without hesitation she said, “I feel hurt and betrayed.” I turned to 
Lawrence and asked, “was your intention to hurt and betray Andi?” He said, “absolutely not, 
she knows that.” Rather than let it spin out of control again, I made an observation I often 
use. “You’re like the Republicans and Democrats, attacking rather than listening. You need to 
learn to speak the same sexual language.” 


An important component of the first session is to be clear about what they’d tried in the 
past so we dont repeat the same mistakes. They had employed a number of extreme strategies 
from locking themselves in a room without food or drink and screaming out all their anger to 
having sex every day for a month to reignite love (that lasted 6 days and ended in a bitter 


fight). 


I ask each person to sign a release of information form for Andi’s individual therapist, for 
Lawrence’s individual therapist whom he’d fired, the two pastoral counselors they’d consulted 
—including at a religiously-focused couple weekend retreat, and the two divorce attorneys 
Andi had consulted. On each form, I wrote that I would call the next week. All except the one 
divorce attorney (that attorney asked for a fee of $250 to speak to me) did consult by phone. 


Before the individual psychological/relational/sexual history, I asked them to read 
Chapter 2 “Whose problem is it? His, hers, or ours?” from Rekindling Desire (2014). The 
goal is to introduce them to the personal responsibility/intimate sexual team model. 
Additionally, this serves to destigmatize the problem of the marriage becoming non-sexual so 
early. Reading does not cure sexual problems, but it does normalize the problem and 
introduces realistic expectations of change. 


Lawrence scheduled his individual session first. He was very anxious talking about his 
sexual history and present problems. Although Lawrence blamed Andi, the truth was he felt 
ashamed of his sexuality. In a typical month Lawrence had 25-30 orgasms, all but 2 or 3 
involving using fetish material on the internet. Lawrence was adamant that he did not engage 
in paid sex nor was the sex abusive or illegal. However, Lawrence was caught in the cycle of 
high secrecy, high eroticism, and high shame about his variant arousal/fetish. In fact, he never 
told any human being about his shameful secret until this session. His fetish involved a 
specific brand of woman’s sandals—for this to command an erotic charge it needed to be on 
the woman’s feet. I asked, “why does Andi believe this is a sexual perversion rather than a 
fetish? Does she fear you would accost a woman?” Lawrence was aghast. His fetish involved 
visual stimuli, not touching the woman or her sandal. Embarrassment and shame stopped him 
from processing the role and meaning of the fetish with Andi. 


In the individual session, it was apparent that Lawrence’s secret life controlled his sexual 
self-esteem and paralyzed him in dealing with Andi and marital sexuality. In fact, Lawrence 
valued marital satisfaction, security, and creating a family. Yet, he felt he didn’t deserve this 
because of his shameful sexual secret. 


Like many men, Lawrence had hoped that a loving, erotic relationship would cure the 
fetish arousal without his having to discuss it. Once the negative sexual cycle began it took on 
a life of its own with Lawrence stonewalling and avoiding. Reluctantly, he gave permission to 
disclose this secret in the couple feedback session. What was striking was that 


psychologically, biologically, and socially Lawrence’s behavior was well within the normal 
range. 


Andi’s individual session revealed a very different life story. She saw herself as a pro- 
sexual, new woman who had learned from positive and negative relational and sexual 
experiences. When she met Lawrence she was sure her dreams and hopes were met. She 
realized Lawrence was emotionally shy and sexually inhibited, but Andi was sure that with her 
support he would grow emotionally and sexually. She could not understand why Lawrence had 
hurt and betrayed her by blaming her for all the problems. This totally dominated Andi’s view 
of Lawrence, the marriage, and marital sex. Those beliefs were reinforced in her weekly 
individual therapy. Andi was sure Lawrence spent money on sexual websites and prostitutes. 
Although she wasn’t sure what his “sexual perversion” entailed, she was sure it involved 
abusing and degrading women. Andi felt emotionally and sexually betrayed and very 
ambivalent about the pregnancy. What if it was a boy and he inherited Lawrence’s sexual 
perversion? Andi was a college-educated, professionally competent woman, but emotionally 
she felt out of control—dominated by hurt, anger, and fear. 


In preparing for the couple feedback session I was acutely aware of the importance of 
being empathic and respectful of both clients. We needed to confront the shame, mistaken 
assumptions, and distrust which controlled their marriage. We started the feedback with Andi, 
reinforcing the very real psychological, relational, and sexual strengths she brought to the 
marriage. Her prime vulnerability were feelings of hurt and betrayal which led her to 
mistaken assumptions about Lawrence, his intentions, the marriage, couple sexuality, and 
their soon-to-be three-person family. Her narrative about the marriage and marital sexuality 
was powerful, demoralizing, and not fact-based. It is a clinical challenge to confront these 
problems in a motivating as opposed to an adversarial manner. 


This process facilitated Andi’s being open to hearing Lawrence’s narrative which was 
very different from hers and very different from what she believed about him. I emphasized 
Lawrence’s paralyzing sense of shame about his variant arousal pattern. His shame was 
unnecessary and interfered with their marriage. Like Andi, Lawrence was pro-sexual, pro- 
marriage, and pro-family, but his secret sexual life subverted him and their marriage. When I 
asked Lawrence whether the narrative was on target he said he’d never thought of himself this 
way, but it was true. Andi asked to clarify two things—was there anything destructive to 
women in this fetish and did she cause the fetish? The reality is that fetishes develop in 
childhood or adolescence; they are not caused by the spouse or marriage (Abel, et al., 1988). 


The second phase of the feedback process was understanding how destructive the sexual 
issue had been for the marriage and agreeing to a six-month good-faith effort to rebuild 
intimacy, trust, sexuality, and to embrace this new baby. It was a daunting task, especially 
with the third trimester pregnancy, but they needed to adopt a both-and approach to deal with 
their marital bond, intimacy, sexuality, and becoming parents. 


The third phase of the feedback session was introducing the comfort psychosexual skill 
exercise to be done in the privacy of their home. Andi and Lawrence actively confronted 
avoidance, and began rebuilding desire and their intimate sexual bond. 


Key CLinicAL POINTS 


The four-session assessment model is a solid foundation to understand the complexity of the 
psychological, biological, and relational dimensions influencing sexual problems and dysfunction. 
The first session, conducted as a couple, reinforces the message that intimacy and sexuality is best 
understood and treated as a couple issue. Conducting individual psychological/relational/sexual 
histories makes it likely the clinician will obtain a genuine narrative rather than a “sanitized” version 
if the spouse were present. 

The couple feedback session bridges the assessment and treatment phases, and is core in 
motivating the couple to address difficult, complex sexual issues. It focuses on developing a healthy 
couple sexuality which promotes desire/pleasure/eroticism/satisfaction. Sexuality can have a 15-20 
percent role in energizing the couple bond, and reinforcing feelings of desire and desirability. 


Chapter 4 
Confronting Sexual Desire Problems 


When sex therapy first developed, the assumption was that by increasing 
sexual function problems would disappear. In fact, the core sexual 
dimension is desire. Although arousal and orgasm are highly valued, this 
alone does not promote sexual desire. 

The mantra for healthy sexuality is 
desire/pleasure/eroticism/satisfaction. Desire is the major dimension for 
relationship satisfaction and security. The role of healthy sexuality is to 
energize the couple bond and reinforce feelings of desire and desirability. 
Healthy individual and couple sexuality has a small, integral (15-20 
percent) role for the person and relationship. The paradox is that unhealthy 
sexuality has an inordinately powerful negative role, destabilizing the 
person and relationship. Although sexual conflict and dysfunction is 
disruptive, the main problem is sexual avoidance. The non-sexual 
relationship subverts attachment feelings and threatens relationship 
stability. 


KEYS FOR SEXUAL DESIRE 


Psychologically, the most important factor for sexual desire is positive 
anticipation. In the same way the person anticipates going to their favorite 
restaurant, sports game, music performance, cultural event, the individual 
and couple can look forward to being sexual. A second dimension is that 
the person deserves sexual pleasure in her life and relationship. Deserving 
sexual pleasure is not contingent on everything being perfect. The woman 
deserves sexual pleasure if she is 20 pounds overweight, her marriage is 
stressed, their child is experiencing academic or social problems, or her job 
is boring. An important factor for desire is freedom and choice (especially 
for the woman). Freedom includes valuing sensual, playful, and erotic 


scenarios rather than the pressure that all sexual play must result in 
intercourse. Instead of enjoying her partner’s erection, she views it as 
pressure for sex. Freedom and choice, with a focus on sharing pleasure, 
promotes sexual desire. Unpredictable sexual scenarios facilitate desire. 
This can involve a range of scenarios—a surprise transition from pleasuring 
to eroticism, a different pleasuring position, switching intercourse positions 
2 or 3 times, a different rhythm of multiple stimulation during intercourse, 
or a new afterplay scenario. Desire is facilitated by playfulness, taking 
emotional and sexual risks, experimentation, and unpredictability. 

Psychologically, what subverts sexual desire? Desire is surprisingly 
easy to divert and kill. Factors include anticipatory anxiety, performance 
anxiety, anger, coercion, and routine. The healthy cycle is positive 
anticipation, pleasure-oriented touching flowing to eroticism, intercourse, 
and orgasm, as well as a regular rhythm of touch and sexual connection. 
The negative cycle is anticipatory anxiety, performance-oriented 
intercourse, frustration, embarrassment, and eventually avoidance. Ideally, 
both partners embrace the challenge of creating strong, resilient sexual 
desire. 

Biologically, anything which is good for his physical body is good 
for his sexual body. This includes maintaining health and healthy 
behavioral patterns of sleep, exercise, and eating. What subverts sexual 
desire is not aging; rather, illness and the side-effects of medications. If it’s 
bad for her physical body, it’s bad for her sexual body. Smoking and 
alcohol/drug abuse reduce sexual function and eventually desire. Sleep 
problems, lack of exercise, and unhealthy eating subverts sexual function 
and desire. 

Relationally, the challenge for the couple is to be intimate and erotic 
allies. Intimacy and eroticism are different dimensions, but can be 
complementary. They are not adversarial or incompatible. In long term 
relationships a secure, intimate attachment is vital. Intimacy includes 
warmth, loving feelings, open communication, feeling accepted, trust in the 
relationship, confidence the spouse “has your back,” and valuing intimacy 
and security. Eroticism is a different dimension—eroticism involves 
taking emotional and sexual risks, creativity and mystery, being playful 
or lustful, not being “politically correct.” Sex can be mutual or 
asynchronous, and they enjoy unpredictable sexual scenarios. Eroticism and 
intimacy are integrated to promote sexual desire and satisfaction. 


Either extreme can subvert desire. When there is a sole focus on 
intimacy, attachment, loving feelings and mutuality this can burden desire 
and result in de-eroticizing the spouse and relationship. A sole focus on 
eroticism can result in sex being a performance to prove something to the 
partner. In this situation, creating an erotic charge requires high intensity 
and breaking boundaries. Ultimately, performance-oriented sex kills desire. 
The challenge for couples, married and partnered, straight and gay, is to 
integrate intimacy and eroticism into their relationship. 


Causes oF INHIBITED SEXUAL Desire (ISD) 


The DSM-5 (APA, 2013) term for males is hypoactive sexual desire 
disorder (HSSD) which emphasizes a biological/medical approach to the 
desire problem. The new term for female desire problems is sexual 
interest/arousal disorder (SIAD) emphasizing that the core issue involves 
psychological and relational factors. A comprehensive approach to 
identifying psychological, biological, and social/relational dimensions 
which facilitate and inhibit desire is the most clinically useful. 

There are a range of possible factors which inhibit desire. The 
operational definition of a non-sexual relationship is being sexual less 
than 10 times a year or less than once a month (McCarthy& McCarthy, 
2014). Approximately one in five married couples and one in three 
partnered couples who have been together 2 years or longer are non-sexual. 
ISD is the sexual problem that most negatively impacts relational 
satisfaction and stability. 

Most couples begin with a romantic love/passionate sex/idealized 
relationship. This is the “limerance” phase which is very powerful, but 
fragile, typically lasting 6 months-2 years (Tennov, 1999). Many couples 
never make the transition to a couple sexual style which promotes 
desire/pleasure/eroticism/satisfaction. Instead, they fall into a predictable 
routine that any sexual contact leads to intercourse. Even if the sex is 
functional, it is not necessarily inviting or energizing. 

Rates of ISD are higher for women than men. However, when couples 
stop being sexual it is almost always the man’s decision. To better 
understand this paradoxical data, what inhibits desire for women includes 
predictable sex, losing her “sexual voice,” her sexual feelings and 
preferences being ignored, side-effects of medication, role overload, anger, 


self-defeating behavioral health habits, and disappointment in the spouse 
and marriage (Meana, 2010). However, if the male continues to initiate she 
will go along with the intercourse routine even if it is not desired by her. 
Many women, once sexually involved, will experience arousal and orgasm, 
although this does not by itself enhance desire. 

The major cause of ISD for males is sexual dysfunction, especially 
erectile dysfunction and ejaculatory inhibition. When the man has lost 
confidence with erections, intercourse, and orgasm sex becomes controlled 
by anticipatory and performance anxiety (McCarthy & Metz, 2008). 
Intercourse is the male pass-fail test. He experiences frustration, 
embarrassment, and eventually sexual avoidance. He says to himself, “I 
don’t want to start something I can’t finish,” so avoids sensual and 
playful touch. Even if the woman has ISD, his avoidance is demoralizing. 
She misses touch in their relationship. 

Psychologically, the causes of ISD include anger, anxiety, alienation, 
depression, boredom, history of trauma, distracted by parenting, work, 
extended family, financial issues, stress, and that touching does not serve as 
a bridge to desire. 

Biological/medical causes include vascular, neurological, or hormonal 
factors, side-effects of medications, poor sleep, exercise, or eating patterns, 
alcoholism or drug abuse, depression, diabetes, and other illnesses. 

Socially, the prime causes of ISD are the fact that the culture does 
not value marital sex nor does it value sex and aging. Relational causes 
of ISD include de-eroticizing the spouse, sex has become a power struggle, 
not having a couple sexual style, believing that each sexual encounter must 
be intimate and mutual, splitting intimacy and eroticism, feeling, “I love 
him, but I’m not in love with him,” conflict over family planning, an extra- 
marital affair, conflict about porn or internet sex, or disappointment in the 
partner or relationship. 

A couple comprehensive psychobiosocial assessment, including 
individual psychological/relational/sexual histories, is vital in assessing 
causes of ISD. 


TREATMENT OF ISD 


In most cases, couple sex therapy is the preferred treatment for ISD. Couple 
treatment can be intermixed with individual sessions. The theme is that 


sexuality is a couple issue. The task is to develop a couple sexual style 
which promotes desire/pleasure/eroticism/satisfaction. If there is a specific 
arousal or orgasm dysfunction (most commonly premature ejaculation, 
erectile dysfunction, or ejaculatory inhibition for males and non-orgasmic 
response or sexual pain for females), these need to be directly addressed. 
However, changing arousal and orgasmic response will not be enough to 
create strong, resilient sexual desire. The psychosexual skill exercises of 
comfort, attraction, trust, and developing a preferred sexual scenario are 
often necessary to change desire problems (McCarthy& McCarthy, 2012). 
In addition, biological/medical and social/relational factors which subvert 
sexual desire have to be addressed and resolved. 

The couple is given the following sexual desire guidelines to facilitate 
understanding and change attitudes toward sexual desire. 


GUIDELINES 


REVITALIZING AND MAINTAINING SEXUAL DESIRE 


1) The key to sexual desire is positive anticipation and feeling you deserve sexual 
pleasure in your intimate relationship. 


2) Each person is responsible for his/her desire with the couple functioning as an 
intimate sexual team to nurture and enhance desire. Revitalizing sexual desire is a 
couple task. Guilt, blame, and pressure subvert the change process. 


3) Inhibited desire and conflicts over desire discrepancies are the most common 
sexual problems, affecting one in three couples. Desire problems drain intimacy 
and good feelings from your relationship. 


4) One in five married couples has a non-sexual marriage (being sexual less than 
ten times a year). One in three non-married couples who have been together two 
years or longer has a non-sexual relationship. 


5) The initial romantic love/passionate sex/idealization relationship phase lasts less 
than two years and often only six months. Desire in an ongoing relationship is 
maintained by developing a comfortable, functional couple sexual style. 


6) The essence of sexuality is giving and receiving pleasure-oriented touching. The 
prescription to revitalize and maintain sexual desire is intimacy, pleasuring, and 
eroticism. 


7) Touching occurs both inside and outside the bedroom. Touching is valued for 
itself and does not always lead to intercourse. 


8) Couples who maintain a vital sexual relationship can use the metaphor of 
touching consisting of “five gears” (dimensions). First gear is clothes on, 
affectionate touch including hugging, kissing, holding hands. Second gear is sensual 
touching. Sensual touch includes non-genital body massage, cuddling on the couch, 
and touching while going to sleep or on awakening. Third gear is playful touch which 


intermixes genital and non-genital touch, can be clothed or unclothed, romantic or 
erotic dancing, touching while in the bath and shower, whole body massage, playing 
strip poker or Twister. Fourth gear is erotic touch (manual, oral, rubbing, or vibrator 
stimulation) to high arousal and orgasm for one or both partners. Fifth gear integrates 
pleasurable and erotic touch that flows into intercourse. Intercourse is a natural 
continuation of the pleasuring/eroticism process. Intercourse is not a pass-fail sex 
test. 


9) Both the man and woman value affectionate, sensual, playful, erotic, and 
intercourse experiences. 


10) Both the woman and man are comfortable initiating touching and intercourse. 
Both feel free to say “no” and suggest an alternative way to connect and share 
pleasure. 


11) A key strategy is to develop “her,” “his,” and “our” bridges to sexual desire. This 
involves ways of thinking, talking, anticipating, and feeling that invite being sexual. 


12) Sexuality has a number of positive functions for your relationship—a shared 
pleasure, a means to reinforce and deepen intimacy, and a tension reducer to deal with 
the stresses of life and the relationship. 


13) The average frequency of sexual intercourse is from four times a week to once 
every two weeks. For couples in their twenties, the average is two to three times a 
week, and for couples in their fifties once-twice a week. 


14) Personal turn-ons (special celebrations or memories, feeling caring and close, erotic 
fantasies, anniversaries or birthdays, sex with the goal of pregnancy, initiating a 
favorite erotic scenario, being playful or spontaneous, sexuality to celebrate a career 
success or soothe a personal disappointment) facilitate anticipation and desire. 


15) External turn-ons (R or X-rated videos, music, candles, sex toys, visual feedback 
from mirrors, being sexual outside the bedroom, a weekend away without the kids) 
facilitate anticipation and desire. 


16) Non-demand pleasuring can be a way to reinforce attachment, a means to share 
pleasure, or a bridge to sexual desire. 


17) Intimate coercion is not acceptable. Sexuality is neither a reward nor a punishment. 
Sexuality is voluntary, mutual, and pleasure-oriented. 


18) Realistic expectations are crucial for maintaining a satisfying sexual 
relationship. It is self-defeating to demand equal desire, arousal, orgasm, and 
satisfaction each time. Realistically, 35 to 45 percent of experiences are very good 
(mutual and synchronous). Twenty percent are very good for one (usually the man) 
and fine for the partner. Fifteen to 20 percent are okay for one and the other finds it 
acceptable. Be aware that 5-15 percent of sexual experiences are dissatisfying or 
dysfunctional. Couples who accept occasional mediocre or dysfunctional experiences 
without guilt or blaming and reengage when they are open and responsive have a 
vital, resilient sexual relationship. Satisfied couples use the guideline of Good 
Enough Sex (GES) to promote positive, realistic sexual expectations. 


19) Contrary to the myth that “horniness” occurs after not being sexual for weeks, 
desire is facilitated by a regular rhythm of sexual experiences. When sex is less 
than twice a month, you become self-conscious and are in danger of falling into a 
cycle of anticipatory anxiety, tense and unsatisfying intercourse, and avoidance. 


20) Healthy sexuality plays a positive, integral role in your relationship with the main 
function to energize your bond and reinforce feelings of desire and desirability. 


Paradoxically, dysfunctional, conflictual or nonexistent sex plays a more powerful 
negative role than the positive role of good sex. 


Establishing positive, realistic expectations for sexuality and desire 
motivates the couple toward change. A good example is that although 85-95 
percent of sexual encounters are positive, less than 50 percent are mutual 
and synchronous (Frank, Anderson, & Rubinstein, 1978). Often, the sex is 
better for one partner than the other, usually males before 50, and often 
females after 50. It’s normal that some experiences are functional, but 
mediocre. A crucial understanding is that among happily married, sexual 
functional couples 5-15 percent of encounters are dissatisfying or 
dysfunctional. This little known reality makes clear that the Good Enough 
Sex (GES) model of variable, flexible couple sexuality is a better fit than 
the traditional individual sex performance model of erection and intercourse 
for men and orgasm (preferably during intercourse) for women. GES 
recognizes the range of roles, meanings, and outcomes of the sexual 
encounter for the man, woman, and couple. 

A crucial therapeutic strategy for treating ISD is “bridges for sexual 
desire.” Rather than waiting for mutual, spontaneous desire, the reality is 
that the majority of sexual encounters are planned or semi-planned. Couples 
who do well are those who have “his,” “hers,” and “our” bridges to desire. 
Each partner has his or her preferred way to initiate a sexual encounter. 
Couples develop sensual, playful, erotic, and intercourse scenarios as well 
as special scenarios which ensure sexual vitality. 


DIMENSIONS oF Touca 


Perhaps the most important psychosexual skill exercise involves the five 
dimensions of touch (“gears of connection”). 


GUIDELINES 
THE CruciAL Couple SEXUAL DIALOGUE: FIVE DIMENSIONS OF 
Touca 


The core psychosexual skill exercise is to increase awareness of each partner’s preferences for 
gears (dimensions) of touch. The majority of couples only use two gears-affection or 


intercourse. They fall into the trap of believing that sex=intercourse. This results in lower 
levels of both touch and intercourse. 


This psychosexual skill exercise focuses on five gears of touch: 


First gear: Affectionate touch-this usually involves clothes-on touching such as holding 
hands, hugging, or kissing. Affectionate touch is not sexual, but it provides the crucial base for 
intimate attachment. 


Second gear: Sensual touch-this involves non-genital touch (also called non-genital 
pleasuring) which can be clothed, semi-clothed, or nude. Sensual touch can include a head, 
back, or foot rub; cuddling on the couch while watching a DVD, a trust position where you 
feel safe and connected, cradling each other as you go to sleep or wake in the morning. 
Sensual touch is an integral part of couple sexuality. It has value in itself as well as serving as 
a bridge to sexual desire at that time or later. 


Third gear: Playful touch-this intermixes genital (also called genital pleasuring) with 
non-genital touch while semi-clothed or nude. Playful touch can include touching in the 
shower or bath, full body massage, seductive or erotic dancing, playing games such as strip 
poker or Twister. What makes this inviting is the sense of sharing pleasure and playful 
unpredictability. Playful touch is valuable in itself or can serve as a bridge to sexual desire. 


Fourth gear: Erotic touch-this is the most challenging gear. Erotic, non-intercourse touch 
can include manual, oral, rubbing, or vibrator stimulation. Erotic scenarios and techniques are 
an integral part of couple sexuality providing a sense of vitality, creativity, and 
unpredictability. Erotic touch can be mutual or one-way. It can proceed to orgasm or transition 
to intercourse. 


Fifth gear: Intercourse—there are two crucial concepts in integrating intercourse into the 
approach of gears of connection. First, intercourse is a natural continuation of the 
pleasuring/eroticism process, not a pass-fail sex performance test. Second, transition to 
intercourse at high levels of erotic flow and continue multiple stimulation during intercourse. 


We suggest each partner fill out this chart separately. Then discuss feelings and 
preferences with your partner. 


Current Percentage of 
Touch Type Touch Percent of Touch Desired 
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The essence of couple sexuality is sharing pleasure- oriented touch. You develop a 
common language to facilitate connection and embrace a variable, flexible approach to 
intimacy, touching, and sexuality. 


So many couples only have two gears (dimensions) of touch-affection 
and intercourse. Most couples define sex as intercourse, with the traditional 
male-female power struggle about whether they will have intercourse or 
not. Sex becomes a struggle about intercourse frequency. The concept of 
gears of connection confronts this power struggle and identifies five gears 
(dimensions) of touch, like a five-speed stick shift car. Affectionate touch 
involves holding hands, kissing, hugging-typically clothed. Affectionate 
touch is not sexual, but serves to keep the couple connected 
(attachment). Sensual, playful, erotic, and intercourse touch are all 
accepted as sexual. This is a crucial change in the couple dialogue and 
understanding. This concept provides the clients a broader, more realistic 
model for the roles and meanings of touch and sexuality. 

The clinician teaches the couple to identify subjective arousal on a 
10 point scale where “0” is neutral and “10” is orgasm. This makes it easier 
to describe the dimensions of touch and implement the concept that 
sexuality is much more than intercourse. 


1) Affectionate touch anchors the couple at 1 subjective arousal. 


2) Sensual touch involves non-genital touching, including head or 
back rubs, touch couples engage in before going to sleep or on 
awakening, cuddling on the couch watching a DVD. Sensual 
touch helps the couple transition from 1 to 3 on the subjective 
arousal scale. 


3) Playful touch mixes non-genital and genital touch and can 
include teasing touch in the shower or bath, full body massage, 
seductive or erotic dancing, “making out” while semi-clothed. 
What makes playful touch fun and special is its 
unpredictability. Playful touch facilitates subjective arousal from 
4-5. 

4) Erotic touch can involve manual, oral, rubbing, or vibrator 
stimulation. This can proceed to high levels of arousal/erotic 
flow and orgasm or more commonly transition to intercourse. 
In terms of subjective arousal this involves 6-10. 


5) Intercourse touch is an integral part of the 
pleasuring/eroticism process rather than a pass-fail sex test. 


Most couples find intercourse more involving and pleasurable 
when they transition to intercourse when they “should” (at 7-8 
subjective arousal) rather than when they “can” (4-5 
subjective arousal). Use of multiple stimulation (giving and 
receiving erotic stimulation, including erotic fantasies) during 
intercourse rather than a sole focus on thrusting promotes sexual 
responsivity. 


The broadening of what is perceived as sexual and the emphasis on the 
couple sharing pleasure and eroticism promotes desire rather than 
intercourse as a pass-fail individual performance test. 

Just reading or talking about dimensions of touch is not enough. The 
couple takes the handout home, marks up relevant parts, discusses trying it, 
and what to focus on. The most important dimension is actually 
implementing the exercise and experiencing sensual, playful, and erotic 
touch as a valuable experience for itself not just as a way to build toward 
intercourse. Many couples find all five dimensions of touch to be 
motivating while others find 3 or 4 are most valuable. The most challenging 
dimensions are playful touch and erotic stimulation to orgasm (rather than 
transitioning to intercourse). Don’t let the couple be “politically correct.” 
Reinforce what is comfortable and valuable about dimensions of touch for 
the individuals and couple. 


FEMALE RESPONSIVE SEXUAL DESIRE 


The breakthrough concept in female sexuality is “responsive sexual desire.” 
Basson (2002) challenges the male model of spontaneous erection, erotic 
fantasy, and desire for orgasm as the “natural” definition of desire. Basson 
introduced the concept that the adult woman in a married or partnered 
relationship who has responsibilities of children, work, and community 
often begins a sexual encounter at 0 (neutral) subjective arousal. In 
response to touch, partner connection, and awareness of her feelings she 
becomes receptive and experiences subjective arousal of 2 or 3. It is then 
that she experiences sexual desire. Desire is responsive to touch and 
emotional connection rather than spontaneous desire or wish for orgasm. 
Responsive desire is not the only type of desire the woman experiences, but 
for many women it is the most common. Basson (2007) more fully 


described the female desire model, including the woman’s feelings of 
freedom and choice. She need not feel pressured by the man’s erection or 
desire for intercourse. When she feels desire and subjective arousal, she has 
choices of how the scenario plays out. The socially desirable outcome is a 
mutual, synchronous sexual encounter where both partners experience 
desire/pleasure/eroticism/satisfaction. However, if this is the only 
acceptable option it will subvert desire because of performance pressure. 
Having a range of positive scenarios promotes female and couple desire. 
Alternative scenarios can include:(1) enjoying a mutual sensual 
encounter, (2) the traditional scenario of intercourse where it is a 10 for 
the man and a 4-6 for the woman, (3) enjoying a mutual or 
asynchronous erotic scenario to orgasm for one or both partners, (4) 
she pleasuring him to orgasm, (5) she holds him while he stimulates 
himself to orgasm. Female sexual desire requires not allowing sexual 
scenarios that are destructive for her or their relationship. 

A second breakthrough concept is that female sexuality, including 
desire, is first class-not second class to male sexuality (Brotto & Woo, 
2010). Female sexuality is more variable, flexible, complex, and 
individualistic—and first class. The woman and man approaching their 
sexual relationship as equitable sexual friends promote 
pleasure/eroticism/satisfaction. Most important, it promotes strong, resilient 
sexual desire. 

Rather than an attack on male sexuality, the concept of responsive 
desire and accepting his partner as a first class sexual woman is good for 
male and couple sexuality. The concept of responsive sexual desire can be 
motivating and empowering for male sexual desire and function, especially 
after age 50. Rather than needing a spontaneous erection or totally 
predictable sexual response, the man being open to his partner’s sensual, 
playful, and erotic touch promotes male desire. The key to sexual desire 
with middle years and older couples is touch, not visual stimuli. This 
message is more easily accepted by females, but is empowering for males. 


Mare RESISTANCE TO NEw CONCEPTS OF SEXUAL DESIRE 


The traditional male approach to sexuality was simple and one dimensional. 
The message was “a real man is willing and ready to have sex any time and 
any situation.” The “natural” sexual response is a spontaneous erection, 


going to intercourse on his first erection, and totally predictable orgasm. 
The most important, and most destructive, assumption is that autonomous 
sexual response is the measure of first class male sex. Female sexual desire 
and response was viewed as inferior. The man pressures the woman for 
more sex. The “sophisticated” man is loving, encouraging, giving manual 
and oral stimulation to turn her on and enhance sexual responsivity. He is 
especially attentive to her arousal and orgasm. The “traditional” man would 
like her to be more sexual and orgasmic, but assumes women don’t enjoy 
sex as much as men. Both the sophisticated and traditional approaches 
subvert female and couple sexual desire. 

The traditional male-female power struggle over intercourse is a major 
social/relational inhibitor of sexual desire and a prime reason for low 
intercourse frequency. When it’s intercourse or nothing it’s not surprising 
that nothing is the usual outcome. 

The man accepting that female sexuality is first class is good for her, 
him, and them. Recognizing the validity and first class status of her sexual 
voice facilitates embracing an equity model of female-male sexuality and 
implementing the dimensions (gears) of touch model which values sensual, 
playful, erotic, and intercourse touch to promote sexual desire. 


GUIDELINES 


FEMALE-MALE Equity 


The most intimate and stable relationship between a woman and a man is marriage. Although 
elements of the equity model are relevant to a range of relationships including friendships, 
parenting, work, and other social and family relationships, it is most crucial in marriage. The 
following are guidelines for equity between the sexes. 


1) Relationships between women and men are based on respectful attitudes that 
promote, and even demand, equity. 

2) Develop open and flexible attitudes toward female-male roles. 

3) Be accepting and secure about your femininity or masculinity. You do not need the 
approval of others, nor are you intimidated by rigid sex roles. 

4) Be aware that intellectually, behaviorally, emotionally, and sexually there are more 
similarities than differences between women and men. 

5) Encourage personal and professional friendships with the opposite sex; resist the 
pressure to sexualize these relationships. 

6) Be comfortable and confident in your femininity or masculinity so activities and 
interests which have traditionally been labeled as belonging to the opposite sex can 
be integrated into your life. 


7) An intimate sexual relationship is more satisfying if both the woman and man can 
initiate, say no, make requests, and value sexual pleasure and eroticism. 


8) Conception, contraception, and children are as much the responsibility of the man as 
the woman. 


9) A respectful, equitable, trusting, and intimate sexual marriage is the most satisfying. 


10) A communicative, sharing, and giving relationship promotes emotional and sexual 
satisfaction. 


This facilitates more ways to stay sexually connected and leads to 
enhanced pleasure and intercourse. This is not to be “politically correct,” 
but to free the woman and man to enjoy multiple roles and meanings of 
sexuality and facilitate sexual desire. 


THE PREFERRED SEXUAL SCENARIO PSYCHOSEXUAL SKILL 


The core treatment strategy for ISD is to directly build sexual desire by 
implementing the desire psychosexual skill exercises of comfort, attraction, 
trust, and each partner’s preferred sexual scenario (McCarthy & McCarthy, 
2012). Although all four exercises are important, the preferred sexual 
scenario exercise is most impactful in illustrating the validity of honoring 
each person’s feelings, preferences, and initiation patterns. Partners are not 
clones of each other. Embracing each person’s bridges to sexual desire and 
preferred scenario is validating and enhances desire. 


EXERCISE 


PREFERRED SEXUAL SCENARIO 


When a relationship is new, there is strong anticipation of being sexual even if the quality is 
not particularly good. Sex serves as an affirmation of your desirability and desire to be a 
couple. Romantic love and passionate sex energize a new relationship and make it “magical.” 
There is the thrill of sexual exploration as well as the energy that goes into making your 
relationship exciting and erotic. 


After the initial romantic love/passionate sex has dissipated it takes most couples 3-6 
months to develop a couple sexual style that is intimate, functional, and satisfying. Part of the 
process is crafting sexual scenarios, the focus of this exercise. As a reminder, you are not a 
machine, so it is normal in the best of couples to occasionally have mediocre or negative 
sexual experiences. A sign of healthy couple sexuality is your ability to accept this and not 
overreact to negative experiences. 


What do you most value in a sexual experience? Each individual develops an 
inviting sexual scenario. Let the woman introduce her scenario first. At a different time 
the man can create his. 


When is your best time to be sexual? When waking up? After the morning news? At 
noon? Before or after a nap? Before dinner (sex as an appetizer) or after dinner (sex as 
dessert)? In the evening? Most couples have sex late at night, but interestingly few people say 
that is their favorite time. 


How do you set your preferred sensual and sexual mood? Do you listen to music, go for a 
walk, talk, light candles, drink wine, take a bath, have 15 minutes of time alone and then come 
together, meet your partner at the door and lure him into the bedroom? As a prelude to being 
sexual some couples enjoy doing together things like shopping, working in the garden, going 
for a run, or sharing feelings. Many couples start touching and playing in the living room or 
den and do not move to the bedroom until both are turned on. Others prefer to start in the 
privacy of their bedroom. What is your favorite way to begin a sexual encounter? Remember, 
there is no right or wrong-what is your preference? 


Once the scenario is under way, what is your favorite script? Do you like to take turns or 
do you prefer mutual stimulation? Do you verbally express sexual feelings or would you rather 
let your fingers do the talking? Do you prefer a slow build-up or would you rather begin 
intercourse as soon as you are aroused? Do you like multiple stimulation or one erotic focus at 
a time? Do you make use of all your senses- touch, taste, smell, hearing soft moans, smelling 
an erotic perfume, feeling sexual movement? Develop the scenario in your unique way. 
Your partner is open to your guidance. 


How do you transition from pleasure/eroticism to intercourse? Some people prefer to 
begin intercourse at moderate levels of arousal, but many prefer not transitioning to 
intercourse until they are highly aroused. Do you want to initiate the transition or do you want 
your partner to? Who guides intromission? Do you prefer multiple stimulation during 
intercourse or a sole focus on thrusting? What is your preferred intercourse rhythm and type of 
thrusting (short, rapid thrusting; slow up-and-down thrusting; circular thrusting; changing 
intercourse positions)? Do you prefer being orgasmic during intercourse or do you feel greater 
pleasure being orgasmic during erotic, non-intercourse sex? 


How would you like to end the scenario? Afterplay is the most neglected element of the 
sexual experience. Your needs and desires are important here too. Do you like to lie and hold 
each other, sleep in your partner’s arms, engage in playful tickling, have a warm kiss, take a 
walk, read poetry, nap and start again, talk and come down together? 


When it is his turn to create a sexual scenario, he is free to design his own, which could 
be similar to or totally different from hers. Many men fall into the trap of trying to outdo their 
partner. Sex is neither a competition nor a performance. Be yourself; develop an initiation, 
script, and afterplay scenario that is intimate, erotic, special, and satisfying for you. 


CASE STUDY 


STUART AND DANIELLE 


Stuart and Danielle were one of the nicest couples I have ever treated. They are a 
powerful example of the corrosive effect of ISD. Their meeting, becoming a couple, and 
marrying was a wonderful romantic love/passionate sex dramatic story. Stuart was viewed by 
his many male and female friends as a wonderful human being who would “give the shirt off 
his back” for someone in need. However, he was painfully shy, especially with women he was 
romantically interested in. When Stuart was introduced to Danielle he was struck with how 
beautiful and social she was. He quickly put her in the friend category because he felt there 
was no way he could be romantically involved with this quality woman. Danielle welcomed 
Stuart’s friendship—she was tired of men coming on to her. 


Danielle told Stuart that her student visa would soon expire and she would have to leave 
the US and return to Romania. That is not what she wanted. She was scheduled to depart in 
less than a month, and friends were planning a large going away party. 


The next Friday a group met after work to play darts and have drinks. Stuart was an 
excellent dart player and teamed up with Danielle-showing her techniques to improve her 
game and was impressed by how quickly she learned. After two more drinks, Danielle leaned 
on his shoulder and said he was a wonderful friend, there was no one like him in Romania. 
Stuart said he would do anything to help her. Danielle blurted out “marry me” and gave him 
a big kiss. Stuart was stunned—this was his greatest dream. He was babbling, but finally said 
he would love to marry her. 


Could this really work? Should they fly to Las Vegas? Would the INS accept this as a 
“real marriage?” Before either of them raised practical questions, their friends jumped on the 
fast moving bandwagon. On Monday a friend arranged a consultation with an immigration 
attorney who instructed them on how to organize a wedding which would meet INS standards. 
Twelve days later, Danielle and Stuart were married in a church with 30 family and friends 
attending. 


With all the drama and excitement, sex had a special erotic charge, something Stuart had 
never experienced. Danielle was clearly more sexually experienced and sophisticated than 
Stuart. She was grateful to him for rescuing her from having to leave the country. Sexual 
quality was the last thing on her mind. Instead, she went with the loving feelings and was sure 
that with time sexual quality, especially his ability to please her, would naturally improve. For 
Stuart, this emotional and sexual relationship was a dream come true. 


The romantic love/passionate sex/idealization (limerance) phase lasted about four 
months. When it ended, it was very dramatic—incredibly hurtful for Stuart and disillusioning 
for Danielle. Danielle’s naive assumption was that sexual quality would become better with 
practice. Instead, she became increasingly frustrated with the sexual routine Stuart had fallen 
into. After an encounter that he thought was great and she found boring, they were lying nude 
in bed. Danielle complained that Stuart was an unimaginative lover—why wasnt he more 
involved and experimental? Stuart reacted in an extreme manner—he felt like a “sexual 
loser” and burst into tears. At first Danielle felt badly but when he didn’t stop crying, she was 
angry and increased her vehemence that he did not know what he was doing sexually. 


The worst time to talk sex is in bed, nude, after a negative sexual experience. People say 
and do destructive things. Even when she later apologizes or says she didn’t mean it, the 
negative emotions dominate. The best time to talk sex is in the therapist’s office, on a walk the 
day before being sexual, or on the porch over a glass of wine or cup of tea. Sexuality is a very 
emotionally-laden topic. It is easy for the dialogue to break down in destructive ways. 


Particularly important is being respectful, empathic, and making suggestions for change as a 
request, not a demand. 


Sadly for Stuart and Danielle their sexual relationship quickly degenerated. Stuart tried 
very hard to perform for Danielle and please her sexually, but both became highly self- 
conscious. There is nothing more anti-erotic than self-consciousness. Within two weeks, they 
were stuck in the negative cycle of anticipatory anxiety, tense performance-oriented sex, and 
embarrassment which eventually led to avoidance of any type of touch except affection. Once 
into an avoidance cycle, this takes control and builds on itself. 


Stuart felt like a total failure as a spouse and lover. Danielle “split” her image of Stuart 
—a good guy, successful professional, good friend, but a terrible disappointment as a sexual 
partner. Stuart’s continual apologizing and trying to compensate for sexual problems made it 
much worse—she began to view him as pathetic. 


Attempts at seeking help made the psychological, marital, and sexual problems much 
worse. His internist prescribed Viagra. A friend suggested Stuart consult an individual 
therapist who focused on Stuart’s learning to express anger. A referral to a couple therapist 
backfired as he explored the hypothesis that because of immigration issues surrounding the 
decision to marry that this was a “fatally flawed” marriage. 


Stuart urged Danielle to begin an EMA (extra-marital affair) so her sexual needs could 
be met. She urged Stuart to hire a prostitute to improve his sexual skill and confidence. Stuart 
and Danielle were an example of how a sexual problem can destabilize people’s lives and 
marriage. 


When they arrived for couple sex therapy there were a number of issues to address with 
this demoralized couple. The sex therapist needs to focus on building a new couple sexual 
style to promote desire/pleasure/eroticism/satisfaction as well as confronting the “poisons” 
which subvert sexual desire. The individual psychological/relational/sexual histories gave a 
clear picture of how different Danielle and Stuart’s strengths and vulnerabilities were. No 
wonder it was so hard for them to dialogue about sexuality. 


The couple feedback session was the turning point in motivating them to begin 
addressing the sexual desire problem as intimate and erotic allies. Particularly important, 
Stuart had to stop apologizing for himself sexually and trying to prove something to Danielle. 
Danielle needed to accept responsibility for her own desire and eroticism. The biggest 
challenge for Danielle was to build trust in an intimate, secure marriage. Her lack of belief 
that she could have a satisfying, secure, sexual marriage was a major vulnerability. 
Interestingly, intimacy and valuing a secure marriage was a strength for Stuart. The essence 
of a healthy marriage is positive influence—being in the marriage brings out healthy parts of 
the person. Sex therapy and rekindling desire was a team effort. They needed to apply the 
positive influence approach. 


In focusing on building sexual desire the two most valuable psychosexual skill exercises 
were attraction and the preferred sexual scenario. It was affirming to realize there were so 
many aspects of Stuart that Danielle found attractive. She made three requests of him: 1) 
accept her apology for their devastating fight and see her as his sexual friend, 2) be open to 
touching her and being touched by her inside and outside the bedroom, 3) stop trying to 
turn her on—desire and arousal was her responsibility. Stuart heard these as requests, not 
demands. He readily accepted the first two and modified the third to emphasize sharing 


pleasure. Stuart had only one request of Danielle—to join with him in developing a new 
couple sexual style which would energize their marital bond. She enthusiastically accepted. 


Danielle’s preferred sexual scenario resulted in a major breakthrough. She tied Stuart’s 
hands so he couldn’t stimulate her manually, used rubbing stimulation to heighten her 
arousal, was open to his oral stimulation when she was in an erotic flow, and guided his penis 
into her. He was highly excited to see her be orgasmic with both oral stimulation and during 
intercourse. Perhaps the most important learning involved her untying his hands, cuddling 
during afterplay, and Danielle affirming she loved him and knew they could be an intimate 
sexual team. The fact that Stuart’s preferred sexual scenario was quite different than 
Danielle’s reinforced the message that they weren t sexual clones of each other. Each partner’s 
sexual preferences add to the vibrancy of couple sexuality. For Stuart the prime sexual 
learning was to share intimacy, pleasuring, and eroticism. For Danielle, the prime learning 
was to value a genuine satisfying, secure, sexual marriage. They had grown individually and 
as a couple. Sexuality had the 15-20 percent role of energizing their marital bond and 
reinforcing feelings of desire and desirability. 


They agreed to schedule six-month check-in sessions during the next two years to 
reinforce gains and continue to build their Complementary couple sexual style. Sexuality 
cannot be taken for granted nor treated with benign neglect. Put energy into the sexual 
relationship so it remains vital and satisfying. 


Key CLIinicAL POINTS 


Sexual desire is the core issue in couple satisfaction and security. Sexual desire problems, 
especially ISD and desire discrepancies, are best addressed as a couple. Emphasize the personal 
responsibility/intimate sexual team approach. Sexual desire can be rekindled and reinforced. A key 
concept is discovering the couple sexual style which promotes strong, resilient sexual desire. The 
couple deal with desire directly through the psychosexual skill exercises of comfort, attraction, trust, 
and preferred sexual scenarios. Just as important, confront and change psychological, biological, and 
relational factors which subvert sexual desire. 

A key to sexual satisfaction is positive, realistic sexual expectations promoted by the Good 
Enough Sex (GES) model. Desire is resilient when the couple value both mutual and asynchronous 
experiences. When there is dissatisfying or dysfunctional sex, they turn toward each other rather than 
avoid. This includes being sexual in the next one to four days when they feel open and receptive. The 
couple reinforces the key concepts in sexual desire—anticipation, deserving, freedom, choice, and 
unpredictable sexual scenarios. 


Chapter 5 


Non-demand Pleasuring and Playful 
Touch 


Sensate focus, an original concept of Masters and Johnson (1970), is the sex 
therapy strategy most used by couple therapists. Non-demand pleasuring 
and playful touch are based on the sensate focus tradition. On a 10 point 
scale of arousal, non-demand pleasuring involves subjective arousal from 1- 
3. Playful touch involves both non-genital and genital pleasuring with 
subjective arousal from 4-5. The core concept is sharing pleasure in a non- 
demand context. Although pleasurable and playful touch can evolve into 
eroticism, intercourse, and orgasm, if that becomes the expectation (or 
worse, the demand) it negates the value of pleasuring and playful touch. 
The core concept is that sensual/pleasurable touch has value in itself. 
Sensual experiences which generate subjective pleasure/arousal in the 1-3 
range is the foundation of sexual response. The rigid definition 
“sex=intercourse” subverts couple sexuality. Sensual/pleasurable touch is 
integral to healthy couple sexuality. This is valuable for itself as well as 
serving as a bridge to sexual desire. When it becomes a demand, it loses 
much of its value. The new concept “responsive female sexual desire” 
(Basson, 2007) is dependent on both the woman and man accepting the role 
of non-demand pleasuring. Non-demand pleasuring has the crucial role of 
facilitating sexual openness and receptivity. 

The concept of playful touch is even more challenging for couples, 
especially men. The 4-5 range of subjective arousal often results in 
objective arousal for the man (erection) and the woman (vaginal lubrication 
and breast/vulva swelling). Again, the theme is valuing playful touch for 
itself as well as serving as a bridge to eroticism, intercourse, and orgasm. In 
the context of broad-based couple sexuality focused on sharing pleasure, 
playful touch is a particularly valuable dimension. Sexuality includes 


sensual, playful, and erotic touch—not just intercourse. Acceptance, 
pleasure, receptivity, and responsivity facilitate couple sexuality. Demands, 
individual sex performance, and sexual power struggles subvert couple 
sexuality. 


Non-DEMAND PLEASURING 


Non-demand pleasuring involves non-genital (sensual) touch. It can be 
clothed, semi-clothed, or nude. Sensual touch can include a head, back, or 
foot rub, cuddling on the couch watching a DVD, a trust position where she 
feels safe and attached, cradling each other going to sleep or waking in the 
morning. Sensual/pleasurable touch is an integral dimension of couple 
sexuality. Pleasuring has value for itself as well as serving as a bridge to 
sexual desire at that time or later. 

Sensual, non-demand pleasuring is a different dimension than 
affectionate touch. Affection is usually clothed, involving kissing, holding 
hands, or hugging. Affectionate touch is important and serves as the crucial 
bond for intimate attachment. Affectionate touch anchors the couple at a 1 
in terms of subjective arousal. However, affectionate touch is not a 
dimension of couple sexuality. Non-demand pleasuring, involving giving 
and receiving sensual touch, is a crucial component of couple sexuality. 

Non-demand pleasuring is very different from “foreplay.” Foreplay 
involves the man stimulating the woman with the goal of turning her on so 
she is receptive to intercourse. Non-demand pleasuring is a couple 
experience of giving and receiving sensual touch to enhance pleasure. It is 
inviting, not demanding. The couple’s challenge is to keep the demand out 
of pleasuring. 

In traditional sensate focus there was a prohibition on intercourse and 
orgasm. Although that can be a therapeutic strategy for specific couples at 
specific times, it is not an inherent component of non-demand pleasuring. 
Sexual desire is enhanced by freedom, choice, and unpredictability. An 
ideal scenario is one where touching flows from comfort to pleasure to 
playfulness to eroticism to intercourse to orgasm to afterplay. However, if 
that is the expectation/demand, it negates couple freedom and 
unpredictability. Non-demand pleasuring is based on the concept of 
receptivity and responsivity to giving and receiving pleasure. This is 
positive in itself without pressure for more. Acceptance that pleasuring is an 


integral dimension of couple sexuality is the foundation of this therapeutic 
approach. The clinician’s affirming that sexuality includes pleasuring, 
playfulness, and eroticism in addition to intercourse is motivating and 
empowering for the couple. Since this is so different than the cultural 
mandate that sex must involve intercourse, or at least orgasm, this is 
challenging for both the clinician and couple. 

Mindfulness is a popular strategy in the culture as well as in sex 
therapy. A core concept in mindfulness is awareness and acceptance of 
present feelings and sensations. This is compatible with the strategy of non- 
demand pleasuring. Comfort with her body, nudity, touch, and pleasure are 
tenets of both mindfulness and pleasuring. It invites both the man and 
woman to enhance comfort with subjective arousal in the 1-3 range and 
accept those feelings and sensations as integral to broad-based sexuality. 
Non-demand pleasuring confronts the rigid dichotomy of sex as all or 
nothing—either intercourse or avoidance of touch. Pleasuring is a couple 
process which reinforces being an intimate sexual team. Non-demand 
pleasuring is in contrast to the game playing, manipulation, and 
miscommunication which typifies so many couples and their way of dealing 
with sexuality. Pleasuring challenges the couple to feel, talk, and experience 
touch in a comfortable, trusting manner. Pleasuring is a source of 
closeness, warmth, and intimacy rather than miscommunication, 
pressure, or conflict. Optimally, both the man and woman are open to 
initiating pleasuring. Non-demand pleasuring is a valuable means to 
reinforce intimacy and attachment. 

The exercise is given to the couple. Encourage each to read it 
individually (including marking up or underlining relevant issues), discuss 
it at home and in therapy. The most important component is to implement 
the exercise at home. Some couples engage in the exercise just once, but 
most experiment with it 2-3 times until they feel comfortable and confident 
with non-demand pleasuring. It is not unusual for couples to schedule a 
non-demand pleasuring date every 3, 6, or 12 months to reinforce the 
pleasuring concept. 


EXERCISE 


PsyYCHOSEXUAL SKILL: NoN-DEMAND PLEASURING 


The focus of this exercise (preferably, a series of exercises) is to enhance communication and 
pleasure while reducing performance orientation. Both partners agree this exercise will not 
lead to intercourse or orgasm. This facilitates awareness and helps both of you focus on 
feelings, touch, sensations, and sensuality. Sensuality is a core dimension of couple sexuality. 


Because it is usually the man who initiates, let the woman take the initiative. Ideally, both 
partners feel comfortable initiating as well as feel free to say no and suggest an alternative way 
to experience physical connection. Begin by taking a shower or bath together because 
cleanliness (especially washing genitals) facilitates comfort and openness to touch. 


Showering or bathing is a sensuous activity. Experiment with different types of spray and 
water temperatures or try a new bath oil or a bubble bath to increase awareness of sensual 
stimuli. Soap your partner’s back. Trace the contours and muscles, rub and gently massage. 
This is not a rigorous back-rub, but a sensual exploration. Ask your partner to face you; look 
into his eyes. Eye contact facilitates closeness and trust. Soap his neck and chest. Move 
downward to his stomach. Soap and touch in a gentle, exploratory manner. Wash his genitals 
as you would any other body part. Genitals are an integral, natural part of his body. The focus 
is not on stimulation and arousal but exploration and pleasure. Touch and soap his hips 
and legs. 


Now switch roles. Be open to his touch as he washes you, treating your breasts and vulva 
like any other body part. Be aware of what feels particularly sensual. 


Dry each other. Take your time, be tender, stand still, and take a good look at your 
partner. Notice two or three physical attributes you find particularly attractive. 


Proceed to the bedroom, feeling natural being nude. If you are not comfortable walking 
through the house nude, put on a robe or towel, but take it off when you reach the bedroom. 
Pleasuring is best done in the nude. In subsequent pleasuring experiences, you can experiment 
with sensual clothing. Keep the room at a comfortable temperature, with a moderate amount of 
light. If one person prefers to darken the room, that is fine, but be sure you can see your 
partner’s body. To enhance the milieu, put on your favorite music, burn a candle with a 
pleasant fragrance, or both. Experiment with mood enhancers during subsequent experiences. 
For example, some couples find that classical music facilitates sensuality; others find that 
multicolored candles enhance the milieu, and still others use a lamp with a blue or red light. 


Start with the giver-receiver format (self-entrancement arousal). Let the woman take the 
first turn as pleasure giver. Make sure that each partner has an opportunity to be both 
giver and receiver. In subsequent experiences, experiment with mutual pleasuring (partner 
interaction arousal). A sexually satisfying relationship involves both partners being 
comfortable receiving and giving pleasure. Interestingly, men find it harder to receive than 
give. 


The receiver in this exercise has three tasks. The first is to be passive and receive 
pleasure. The second is to keep your eyes closed, focusing on feelings and sensations. This 
reduces the giver’s self-consciousness. The third is to be aware of which parts of your body 
and what types of touch are sensual and pleasurable. 


The following are guidelines, not hard and fast rules. Both partners are free to be creative 
and innovative. 


The woman begins by looking at her partner’s body in an open, exploratory manner. Feel 
free to play, giving a variety of sensual and playful touch. Rather than try to second-guess 
what he would like, engage in touching that you enjoy giving. This is an opportunity to enjoy 
touching without being distracted by past frustrations or disappointments. Savor the simple 
pleasure of touching without trying to turn him on. 


Have your partner turn over on his back and, keeping his eyes closed, get as comfortable 
as possible. Notice signs of relaxation and be aware of the differences between this and the 
tension in prior sexual experiences. Continue gently messaging his forehead and outlining 
favorite facial features with your fingertips. Tenderly kiss his closed eyes, face, ears, and neck. 
Massage his nipples. Does this touch feel sensual to him? Males inhibit their natural response 
because they think that men are not supposed to feel pleasure there. When exploring his chest, 
use smooth, tender strokes, covering the sides of his body as well. Lightly stroke his body hair 
and run your hands sideways around his stomach. How do his stomach muscles react to this 
touch? 


Look at the front of his body. Does he have an erection? Accept his erection as a natural 
response to pleasure. Be aware of touching his penis when it is flaccid as opposed to when 
erect. Women view erections as a demand. Remember, there is a prohibition on orgasm. A 
common myth is that when the man has an erection, the woman must do something—have 
intercourse or at least bring him to orgasm. Interestingly, the man, too, believes that an 
erection must mean sexual arousal and rushes to intercourse even when he does not feel like 
having sex. Both partners can enjoy his erection as a natural response to touch and 
pleasure without feeling any demand. 


Explore his genitals as you would other parts of his body. Be aware of his penis—glans, 
shaft, and frenulum. As you explore his testes, notice which is larger and what the shapes 
remind you of. Notice how the testicles move inside the scrotum. Be aware how the scrotum 
changes as he becomes responsive. When touching stops, notice that his erection might 
subside. Erections naturally wax and wane (as does vaginal lubrication). Men become anxious 
when their erection wanes, because they are used to going to intercourse and orgasm on the 
first erection. Waxing and waning of an erection is a natural, physiological response to 
prolonged pleasuring. During a 45-minute pleasuring session, his erection might wax and 
wane two to five times. 


Awareness that sexuality is more than genitals, intercourse, and orgasm is crucial for both 
partners. Touch for yourself- enjoy rubbing, caressing, and playing. If at any point either you 
or your partner feels anxious or uncomfortable, do not stop or avoid. Lie and hold until you 
feel comfortable. Then return to non-demand pleasuring. Proceed at your pace and comfort 
level. 


Continue exploring his body, enjoying slow, tender, rhythmic, and flowing touch. Enjoy 
his whole body, including his penis as a natural part of him. When you feel comfortable with 
his body and sensual touch, switch roles. 


Now it is the man’s turn to give pleasurable touch. Find a comfortable position for giving, 
whether sitting, kneeling, or lying. Engage in touching and pleasuring for yourself. Do not try 
to repeat her pattern, second-guess what she wants, or turn her on. Traditionally, the man 
regards touch as foreplay to get his partner ready for intercourse. This exercise focuses on 
comfort, exploration, and sharing pleasure. She lies on her stomach, eyes closed, allowing her 
to be open and relaxed. Touch and stroke the back of her body in a slow, rhythmic, and tender 


way. Do not rush the process. Explore from the top of her head to the soles of her feet, with a 
focus on pleasure and sensuality. 


When it is time to turn over, gently help her move to her back. She keeps her eyes closed, 
focusing on feelings and sensations. Touch the front of her body, but do not zero in on her 
breasts or vulva. Integrate non-genital pleasuring with genital touch. Approach her breasts in a 
sensual manner. Explore a variety of touches while she remains aware of sensations and 
feelings. With the palm of your hand, start at her waist and move to her neck with one long 
motion. Be careful not to press hard; breasts can be sensitive. Sometimes the difference 
between pleasurable and irritating touch is less than an inch or a minor difference in pressure. 
Trace her nipples with your fingertips. Do they become erect? 


Massage her torso and stroke her stomach, tickling and playing with her belly button. 
Explore her genitals. Run your fingers gently through her pubic hair and caress the mons. 
Spread the labia with your fingers. Become comfortable with the sight and feel of her genitals. 
Identify the clitoris and clitoral shaft by gently pulling back the clitoral hood. Look carefully at 
her labia, noticing how the labia surround the vaginal introitus (opening). As you explore her 
genitals, touch and stroke her arms, kiss her face, or both. Spread the vaginal opening with two 
fingers and notice the color and texture of the interior. Gently insert one finger into the vagina 
and notice the sensations of containment. This is not a medical exam, but a comfortable, gentle 
exploration. If at any time there is pain or either person becomes uncomfortable, stop 
touching, but keep contact by holding her. During intravaginal exploration feel the warmth and 
dampness. Are you comfortable with the feel and smell of vaginal lubrication? This is a 
natural process that waxes and wanes in the same manner as erections. Touch and explore 
the mons and perineum. Move slowly and gently to ensure that touching and exploration are 
inviting and positive. 


Explore her legs, thighs, and feet in a sensuous, unhurried manner. Do a whole-body 
massage, intermixing non-genital and genital touching. Be aware of favorite body parts and 
favorite touches. Focus on openness and pleasure, not on arousal or orgasm. 


End this exercise by holding each other, experiencing warmth and closeness. Lie in bed 
and share feelings. What have you learned about sensuality and pleasure? Is once enough or 
would you benefit from repeated experiences with non-demand pleasuring? What can you 
explore in subsequent exercises? Verbally and nonverbally, guide your partner in the type of 
touch that is most pleasurable. Do you enjoy multiple stimulation or do you prefer one focused 
touch at a time? Does talking enhance intimacy or does it distract from pleasure? Is mutual 
touching more pleasurable than the giver-receiver format? Do you want more or less kissing? 
Is playfulness more pleasurable than slow deliberate touching? How can you transfer what you 
have learned from non-demand pleasuring to lovemaking and intercourse? 


Non-DEMAND PLEASURING IN RELATION TO INTERCOURSE 


When sex is a pass-fail individual performance test focused on intercourse, 
couple sexuality is vulnerable even when there is no sexual dysfunction. 
Couple sexuality is inherently variable and flexible; people are not sex 
performance machines. The role of the therapist is to be a sex educator, 


encouraging a broad-based couple approach to pleasure and sexuality, 
confronting old and new sex myths, and encouraging the couple to 
adopt a non-demand pleasuring approach. This helps them be an 
intimate sexual team and confront traditional male-female power struggles. 
This involves a 1-2 combination of building new sexual attitudes, 
behaviors, and emotions while confronting and changing the individual sex 
performance approach. 

Non-demand pleasuring puts intercourse into a positive, integrated 
couple perspective. Intercourse is the natural continuation of the 
pleasuring/eroticism process, not a stand-alone pass-fail performance test. 
Both the man and woman accept that not all touching is destined to result in 
intercourse. This frees both partners to enjoy pleasure-oriented touching. 

Some couples develop a pattern where 50 percent of their non-demand 
pleasuring experiences transition to intercourse while for other couples it is 
20 percent. One pattern is not superior—the issue is what is comfortable for 
the man, woman, and couple. There is a positive relationship between 
frequency of non-demand pleasuring and frequency of intercourse. The key 
is the positive influence process and avoidance of power struggles. Non- 
demand pleasuring meets the prime function of healthy couple sexuality— 
sharing pleasure. Couples need to recognize the multiple roles, meanings, 
and outcomes of touching. For example, it is normal and healthy to use 
touch as a tension reducer. Sometimes what the partner needs is a back-rub; 
other times it is an orgasm. The key boundary is that touching is not at the 
expense of the partner or relationship. An example is when the woman is 
enjoying pleasuring but the man wants to be orgasmic. She holds and 
caresses his chest as he engages in self-stimulation to orgasm. That works 
fine for both as long as it’s not coerced or demanded. Non-demand 
pleasuring is usually a mutual, synchronous experience, but it can be 
asynchronous (better for one partner). 

The clinician helps the couple confront encounters which turn the non- 
demand pleasuring concept into a sham. The most common example is 
when one partner (typically, the man but more often than recognized, the 
woman) wants to have intercourse and/or orgasm, but the other wants to 
stay with the 1-3 level of subjective arousal. There are a number of 
alternative sexual scenarios which can meet the sexual and emotional 
needs of both partners—from mutual experiences, to intercourse being 
better for one partner than the other, to an asynchronous orgasmic 


experience—whether pleasuring the partner to orgasm or using self- 
stimulation. As long as there is a comfortable flow of touching and 
communication, this is a healthy couple process. If non-demand pleasuring 
becomes a sham because there is an overt or covert demand for intercourse 
or orgasm-pleasuring loses its value. If that is the case, the resolution is a 
couple agreement that non-demand pleasuring cannot result in intercourse 
or orgasm. The couple closes off a bridge to desire and intercourse, but it is 
better to drop that bridge than to lose the value of non-demand pleasuring. 

Non-demand pleasuring is sexual and provides great value for the man, 
woman, and couple. In addition, it can serve as a bridge to sexual desire and 
facilitate the pleasure/eroticism/intercourse/orgasm process. Non-demand 
pleasuring is the foundation for strong, resilient sexual desire. Pleasuring 
can occur in or out of the bedroom and can involve nudity or clothing. 
Sensual touch reinforces intimacy, attachment, and feeling like a sexual 
team. 


PLAYFUL TOUCHING 


Playful touching involves subjective arousal between 4-5. For most couples, 
playful touch is more challenging than non-demand pleasuring. Playful 
touch intermixes genital pleasuring with non-genital touch. This usually 
involves nudity or being semi-clothed. Playful touch includes touching in 
the shower or bath, full body massage, erotic or seductive dancing, “making 
out” or “fooling around,” playing games like strip poker or Twister. What 
makes playful touch inviting is the enhanced sense of pleasure involving 
genital play and subjective arousal. A special dimension is playful and 
unpredictable sexual scenarios. Like non-demand pleasuring, playful 
touching is valuable in itself as well as serving as a bridge to desire, 
eroticism, intercourse, and orgasm. Playful touch reinforces the concept that 
not all sexuality has to be intimate and serious. Playful, seductive, and 
unpredictable sexual scenarios have special value. 

Playful touch adds to pleasurable touch. The core dimension is non- 
demand genital play, without pressure for intercourse or orgasm. A common 
trap is the man’s subjective arousal resulting in an erection and the woman 
viewing his erection as a demand for intercourse (or at least orgasm). The 
couple learns to accept that his erection is a natural, healthy response to 
pleasure and playful touch; it is not a demand or pressure. They embrace 


comfort, pleasure, and playfulness—being afraid of arousal and seeing 
it as a demand for sexual performance subverts couple sexuality, 
especially desire. The clinician’s role in this couple dialogue is to promote 
psychological, biological, and relational information and understanding, 
while at the same time confronting myths about sex performance and 
reducing male-female power struggles. 

The key to playful touch is to affirm the non-demand dimension. 
Genital/playful touch is a higher level of subjective arousal, but the prime 
function remains the same—to share pleasure. Playful touch is obviously 
different than intercourse, but is an integral dimension of healthy couple 
sexuality. Playful touch can be fun and inviting, partly because of its 
unpredictability. Playful touch is an invitation to share sexual pleasure. 
Nowhere is it truer than with playful touch that sexuality is not a matter of 
winning or losing, but being engaged in the pleasuring experience. 

The dilemma is that couples want the freedom of different ways to 
connect sexually while also valuing the “naturalness” of intercourse. 
Contrary to “pop psych” people cannot have it all. What they can have is 
flexibility and openness to the multiple roles, meanings, and outcomes of 
playful touch. Intercourse and orgasm are integral components of couple 
sexuality, but sexuality cannot be hostage to sexual performance. Individual 
and couple sexuality has room to breathe, grow, and be flexible when he is 
open to myriad ways to create and nurture desire. Sharing pleasure and 
playful touch are core dimensions of couple sexuality. Playful touch 
enhances emotional and sexual satisfaction. Satisfaction is not tied to 
orgasm; nor is it lost because orgasm does not occur during a playful sexual 
scenario. 


Touca AND Non-DEMAND PLEASURING 


Sensual touch builds a base of slow, gentle, caring, rhythmic pleasuring. 
She can add to and build upon this foundation by adding genital pleasuring. 
This natural, integrated approach to playful touch reinforces being a sensual 
and sexual couple who value both pleasurable and playful touch. The 
woman, man, and couple are receptive and responsive to feelings and 
sensations in the 4-5 range of subjective arousal. Rather than focusing 
solely on genital touch, genital pleasuring can be proceeded by and 
integrated with nongenital touching. They complement each other; 


integrating sensual and sexual feelings. Non-demand genital exploration 
and pleasuring is integral to being a sexual person and an intimate sexual 
team. 


EXERCISE 


PLAyFuUL ToucH 


During this exercise keep your eyes open and use eye contact to facilitate communication. Use 
your favorite lotion to enhance feelings of sensuality and receptivity, remembering to 
warm it or pour it on your hand so it is warm before you rub it on your partner’s skin. 
Use the hand-over-hand technique to guide and teach your partner the places and types of 
touch that give pleasure and increase responsiveness. 


Couples typically do not discuss how they like having their clothes taken off. 
Traditionally, the man undresses himself and then hastily undresses his partner. Begin with 
both partners dressed, and let the woman undress the man. She can start by looking at him 
fully clothed and then mentally undress him. Maintain eye contact and keep verbal interaction 
at a minimum so you can focus on the experience. 


Begin undressing by playing in a teasing manner with the middle buttons on his shirt. 
Unbutton the shirt slowly; while doing so, put your hand on his crotch and notice his reaction. 
After you have taken his shirt off, unbuckle his belt and pants, turn him around, and lower his 
pants. Take off his shoes and socks; let him step out of his pants. Turn him around again so he 
is facing you, look at him, and give him a hug. Then take off his underpants. How do you feel 
about undressing him in a seductive, sensuous way? How does he feel? How does it feel to 
hug and kiss with you clothed and him nude? 


Now he can undress her. First, do it visually. Then kiss and hold her. Start in the middle 
of her back and run your fingers up and down the zipper or buttons. Unzip or unbutton a little 
at a time; then stop and rub your fingers up and down her back. Take one shoulder of her 
blouse or dress off, stroking her arm. As you touch her back, check where the hooks on the bra 
are. Undo one strap at a time but do not take the bra off, just let it hang. Turn her around and 
take her shoes off. Next take off her skirt or roll her slacks down slowly. Face each other. 
Notice how she looks in her panties and loosely hanging bra. As you take off her bra and 
panties, say the warm, sexy things you are feeling. When she is nude, take her in your arms 
and start genital pleasuring. 


In subsequent undressing experiences, vary these techniques according to your personal 
style- sometimes sensuous, sometimes playful. Undressing can be seductive and fun rather 
than routine. 


Decide who will begin. Whoever feels discomfort giving starts as the giver. Attend to 
your partner’s feelings and guidance. Remember the “give-to get” guideline for sexual 
satisfaction. Try a different pleasuring position. The giver sits on the bed, with back support 
from the wall, headboard, or pillows. Spread your legs far enough apart so your partner can sit 
between them. 


The receiver might need back support, too. Arrange pillows so the receiver is in a semi 
reclining position. Be sure both people are comfortable. The receiver’s legs will be over the 
giver’s. The giver has full access to the receiver’s entire body. 


As giver, begin by caressing genitals, using your favorite lotion. Go over the genitals as if 
your goal were to cover them completely with lotion. Do this slowly, tenderly, and 
rhythmically. Follow your partner’s guidance. The receiver is free to guide the giver’s hands to 
areas of the genitals that feel particularly pleasurable. 


People who masturbate or have done self-exploration exercises are in a particularly good 
position to understand and share their natural bodily responses. Help your partner by making 
open, clear requests. Be emotionally and sexually mindful. Share your pleasure. 


When arousal begins, switch to non-genital touching. Typically, touching goes quickly 
from non-genital to focused genital stimulation. How does it feel to reverse that process? 
Allow non-genital touch to be slow, tender, and rhythmic. Be responsive to your partner’s 
guidance and feelings. Make non-genital touch as involving as genital touch. Guide your 
partner back to genital stimulation or your favorite combination of nongenital and genital 
touch. 


Switch roles and repeat the sequence. Afterward, lie in bed and share feelings. Discuss 
how you feel about giving as opposed to receiving. Do you like taking turns or do you prefer 
mutual pleasuring? How do you feel about combining non-genital and genital touching? Be 
frank, direct, clear, and supportive. Most importantly, share how you feel about yourselves as a 
sexual couple. Sexuality enhances and reinforces intimate feelings. 


If you have difficulty talking about the experience, cannot express feelings of pleasure, or 
dislike specific activities, consider the following verbal exercise. This is more comfortably 
done when you are clothed—over the kitchen table, in the living room, or on a walk. If there 
has been a negative experience or you are giving difficult feedback, get up, get dressed, and 
talk outside the bedroom. Lying nude in bed leaves you too vulnerable in dealing with difficult 
feelings and issues. It is potentially explosive to share negative feelings lying in bed after a 
difficult sexual experience. The usual outcome is much heat, little light, and bruised feelings. 


There are no laws or rules dictating what exercises must be done in which order. Discuss 
blocks and inhibitions that interfere with sexual communication. Be aware that a difficult 
experience or miscommunication is not a personal rejection or due to malevolent intent. You 
are an intimate sexual team trying to develop a respectful, trusting relationship and a 
comfortable, functional couple sexual style. Ask your partner about her feelings. Find a 
common ground where you can help each other express feelings and preferences. Do not 
become bogged down with thoughts such as, “Am I really attractive?” “Can we be sexual?” 
“Do I deserve love?” These can precipitate a self-defeating, destructive cycle. Focus on 
specific issues and feelings that build sexual comfort and confidence. 


The focus is on integrating genital and non-genital touch; manual stimulation, eye 
contact, hand guiding, and verbal feedback. During the first half of this exercise, engage in 
mutual touching (partner interaction arousal) with as much spontaneity and playfulness as 
possible. 


The second part of the exercise focuses on erotic massage. Return to giver-receiver roles 
(self-entrancement arousal), and let the man be the giver first. Erotic massage integrates 


genital and non-genital touching, feeling sensual and playful, involving caresses that are slow, 
tender, caring, rhythmic, and flowing. 


She lies on her stomach; her eyes can be open or closed, whichever is more comfortable. 
Begin by massaging the back of her neck. Be sure her back muscles are relaxed. Gently move 
your hands to about 3 inches above the tailbone, and massage her upper and lower back in 
smooth, rhythmic motions. 


Move your hands to the backs of her thighs and caress her buttocks. Join your hands 
together at the small of the back. She is receptive to feelings of sensuality, pleasure, and 
playfulness. 


Help your partner turn over. Gently place both hands on her thighs. With a smooth, 
sweeping movement, move your hands up her thighs and over her vulva, bringing them 
together at her stomach. Spread your hands in an outward movement toward her breasts. Bring 
her breasts together. Then move to her vulva. Be sure to touch her genitals fully. Intermix 
manual and oral genital stimulation so the pleasuring process feels integrative. Give your 
partner different playful caresses. Be aware of feeling pleasure at your partner’s enjoyment 
and responsiveness. Continue caressing until your partner requests you stop. 


Change roles and let the woman repeat the same series of exercises. She can use her 
personal style of integrating pleasuring with a playful sexual massage. 


There is an additional experience that can be particularly pleasurable. Typically, a woman 
will not use her breasts actively; instead, she is passive while he stimulates her breasts. Active 
breast stimulation can be enjoyable to the woman as well as her partner. After hand massage of 
the man’s thighs, genitals, stomach, and chest, you can put lotion on your breasts and repeat 
the same movements using your breasts. 


Notice the feelings in your breasts; some women find breast responsiveness heightened 
during this experience. When you have done this long enough to determine whether it feels 
pleasurable, have your partner lie comfortably on his side, put your hand on his chest, with 
your front to his back, and follow the rhythm of his breathing. This can engender a warm, 
close, intimate feeling. Allow yourselves to breathe together and drift off to sleep. 


CASE STUDY 


Ray AND ELLEN 


After two years of couple therapy, 48-year-old Ray and 39-year-old Ellen were referred 
for sex therapy. The couple therapist felt she had done as much as she could with their 
relational issues, and did not want to deal with the complex sexual issues involving Ray’s 
recovery after prostate cancer treatment. After receiving release of information forms from 
Ray and Ellen, the sex therapist had a long conversation with the couple therapist and a 
shorter consultation with the urologist who had prescribed Viagra and penile injections for 
Ray (the urologist never met with Ellen). 


The sex therapist believed the couple therapist had grown frustrated with the case, and 
was particularly negative toward Ray. The couple therapist sided with Ellen who she felt was 
an excellent emotional and sexual partner. The therapist felt Ray was acting like an 
“immature boy.” The urologist believed the nerve sparing surgery had been very successful. It 
not only saved Ray’s life, but was more successful than other possible surgical and non- 
surgical procedures for treating prostate cancer. Since Ray wanted a more predictable, rigid 
erection than provided by Viagra, the urologist was convinced Ray needed penile injection 
therapy. He blamed Ray for being overly needy of the erectile sensations he’d experienced as 
a young adult. 


The sex therapist engaged Ray and Ellen in a four-session assessment process. He was 
struck that neither the couple therapist nor the urologist had asked Ray crucial questions 
about self-esteem, mood, and how he perceived Ellen as a sexual partner. In his individual 
psychological/relational/sexual history, several important clinical issues surfaced. First, Ray 
was clinically depressed, he wasn t just being stubborn or difficult. Second, Ray felt hurt and 
betrayed by Ellen’s reaction to the prostate cancer and her sexual demands. Third, he 
perceived (rightly) that the couple therapist took Ellen’s side against him. Fourth, he thought 
the urologist was an excellent surgeon and oncologist, but was not comfortable talking with 
him about psychological and sexual concerns. Fifth, Ray was very embarrassed and ashamed 
that when he masturbated using internet porn he had satisfying orgasms, although marginal 
erections. Ray was afraid that Ellen would leave him over these sexual problems. He saw 
that as selfish on her part. Ray felt he’d been a good husband and father and deserved loyalty. 
A sensitive issue that had barely been touched on in the couple therapy was that Ellen’s career 
(including salary) was thriving while Ray’s was stagnant. 


In her individual psychological/relational/sexual history, it was apparent that Ellen had a 
very different perspective on Ray, the cancer, couple therapy, and medical interventions. 
Rather than being uncaring or demanding, she was unaware of Ray’s perspective and so had 
little opportunity to be empathic. From Ellen’s perspective, Ray was very lucky to have 
received such good cancer treatment. She was upbeat and encouraged Ray not to worry about 
a reoccurrence. She felt the couple therapy had been great; the only problem was that Ray 
was unwilling to follow the therapist’s guidance. She was happy with their lives and marriage 
(especially enjoying the couple again phase), and didn’t understand Ray’s reluctance to use 
Viagra or injections. Ellen saw herself as pro-sexual-she was open to intercourse and erotic, 
non-intercourse sexuality. Ellen felt Ray did not appreciate what a good spouse she was in 
helping him deal with the cancer, her commitment to the marriage, and valuing couple 
sexuality. She didn’t understand Ray’s problems and felt frustrated with him. She had no idea 
that he was depressed and she was unaware of his medical, emotional, relational, and sexual 
concerns. Ray and Ellen were not speaking the same emotional or sexual language. 


The 90-minute couple feedback session was emotionally draining for Ray and Ellen, as 
well as a challenge for the clinician. He began the session by describing Ellen’s very 
substantial strengths—she was committed to a satisfying, secure, sexual marriage. Her 
intention was to be a supportive spouse; she valued a broad-based sexual repertoire. She was 
thrilled that Ray survived prostate cancer; and she looked forward to the couple again phase. 
However, Ellen also had genuine vulnerabilities including not understanding Ray’s need to 
process his emotions about cancer, sexuality, and depression. She felt positive about herself at 
Ray’s expense, lacking awareness of the complexity of the psychobiosocial factors in couple 
sexuality; and misusing therapeutic insights to blame Ray for problems. A very positive 
prognostic sign is that Ellen accepted the feedback without being defensive. She clarified 
her positive intentions toward Ray, their marriage, and couple sexuality. 


In feedback to Ray, the therapist emphasized Ray’s genuine strengths including his 
history of being pro-sexual, valuing Ellen and the marriage, trying to be a cooperative 
patient, and having the desire for a satisfying, secure, and sexual marriage. Ray had to 
confront major vulnerabilities which were interfering with his psychological, relational, and 
sexual well-being. The chief vulnerability was feeling embarrassed and ashamed about 
himself. Other vulnerabilities included not feeling his cancer concerns were understood and 
dealt with, lack of emotional validation from Ellen about his sexual concerns, feeling 
misunderstood and blamed by the therapist, and secrecy and shame about masturbation and 
porn. Ray said the therapist’s feedback was right on target, and felt understood and clearer 
about what the problems were. Ellen asked about his feelings of embarrassment and shame. 
She was particularly surprised to learn about the extent of his depression. 


In discussing the therapeutic plan, it was clear to Ray, Ellen, and the therapist that a 
comprehensive psychobiosocial approach was necessary. This would include involving the 
internist who had cared for Ray and Ellen for years before the cancer diagnosis. The internist 
had taken a passive role, letting the case be managed by specialists. The internist was willing 
to take an active role, and agreed to manage anti-depressant therapy for Ray. She discussed 
the cancer treatment and monitoring program. Ray would have a yearly appointment with the 
oncologist, but his main medical person was the trusted internist. The sex therapist and 
internist were given permission by Ray and Ellen to exchange information and therapeutic 
suggestions. 


The surprising treatment component was the therapist’s guidance about non-demand 
pleasuring as the foundation for their new couple sexual style. The first psychosexual skill 
exercise assigned was the trust exercise followed by the comfort exercise (McCarthy & 
McCarthy, 2012). The message to Ray and Ellen was clear: they needed to be intimate sexual 
allies in rebuilding desire and pleasure. Ellen not only accepted her role, but embraced it. 
She wanted to be Ray’s sexual friend, not his critic. Rather than feeling embarrassed or 
shamed, Ray needed to embrace the “new normal” after prostate cancer. Specifically, this 
involved a non-demand approach to sharing pleasure rather than sex being a medically- 
enhanced performance. Part of the reason Ray found masturbation easier was he focused on 
pleasurable and erotic sensations, not on pass-fail performance. 


Ray and Ellen learned that pleasure and subjective arousal was more important than a 
predictable, firm erection. As their pleasuring repertoire became more integrated, it was a 
relatively easy transition to sharing synchronous and asynchronous erotic scenarios. True to 
her word, Ellen embraced erotic sexuality—she didnt need Ray to have an erection to 
experience pleasure, eroticism, and orgasm. Ray found Ellen’s manual and oral stimulation 
more satisfying than masturbatory sex. He felt emotionally satisfied and bonded with Ellen. 


The sex therapist consulted with the internist who agreed to see them for a couple 
consultation regarding penile injections. The internist (injections are more commonly done by 
a urologist) focused on three issues: (1) was Ellen or Ray more comfortable doing the 
injections, (2) would they do the injection before the encounter or after experiencing 
subjective arousal in the 4-6 range, and (3) who would initiate the transition to intercourse. 
Both Ray and Ellen became competent with injections. She felt better about initiating the 
injection when there was a moderate level of subjective arousal. Ellen wanted them to 
experience subjective and objective erotic flow before transitioning to intercourse. Ray 
endorsed all these preferences. This scenario was discussed and implemented as part of 
couple sex therapy. 


Ray was concerned that every non-demand and playful touch experience would have to 
involve intercourse. With penile injections, Ray was not anxious about erections and 
intercourse, but he had come to value non-demand pleasuring. The therapist noted that sexual 
desire was facilitated by unpredictable sexual scenarios. Ellen joined in saying that in this 
chapter of their lives they could celebrate non-demand pleasuring, playful touch, eroticism, 
and intercourse. They did do away with the sex=intercourse paradigm. 


The therapist reinforced that Ray and Ellen had beaten the odds by creating a new couple 
sexual style based on non-demand pleasuring. Over 60 percent of men do not reestablish a 
sexual life after prostate cancer. Rather than accepting the “new normal”, many couples wait 
for months or years hoping that nerve and vascular systems will spontaneously return to 
“normal.” They hope for erection and intercourse the way it was before prostate cancer. For 
the great majority of men and couples, this is an unrealistic expectation. Sexual passivity and 
avoidance is self-defeating. 


Ray and Ellen were able to refocus and accept a broad-based sexuality which included 
pro-erection medication and penile injections. Variable, flexible male sexuality is more human 
and genuine than the totally predictable, autonomous male sex performance model. The core 
psychological issue was for Ray to be a “wise” man who accepted the new normal of 
variable, flexible, broad-based sexuality after prostate cancer. This included Ray mourning 
the loss of predictable erections. Processing loss is an integral step in the acceptance process. 
However, it cannot end there. The wise man embraces his new sexual response and the 
concept of Good Enough Sex (GES). This view of male sexuality is based on non-demand 
pleasuring. The sexual mantra of desire/pleasure/eroticism/satisfaction is a great primary 
prevention strategy for couples, especially for men. The dimension which is most challenging 
for the traditional man is valuing pleasuring. He says to himself that eroticism, erection, and 
intercourse allow him to skip pleasuring—that is for the woman, not him. This was true of Ray 
before prostate cancer. He now realizes that pleasure is integral to his sexual response and he 
needs Ellen as his intimate sexual ally. Ray and Ellen embraced the pleasure-oriented GES 
approach to male and couple sexuality. 


Couple sex therapy is not a “politically correct” exercise. There are positive sexual 
experiences and growth as well as experiences which are frustrating and disappointing. An 
example of growth was Ray’s learning to “piggy back” his arousal on Ellen’s. She was 
particularly responsive to manual clitoral stimulation at high levels of erotic flow. If she were 
not at least a 6 on subjective arousal, Ellen found manual and oral stimulation annoying. 
When Ray was into an erotic flow he found being orgasmic with a combination of Ellen’s 
manual and oral stimulation erotic and satisfying. 


An example of disappointment was that Ellen was more positive about Ray’s using daily 
low dose Cialis while Ray was more confident that his erection would be firm for intercourse 
using injections. Ellen realized Ray didn’t need a firm erection for enjoyable intercourse 
(especially if they used multiple stimulation during intercourse). If the sex did not flow to 
intercourse, Ellen was fine transitioning to an erotic scenario flowing to orgasm. However, the 
failed intercourse attempt was a negative distraction for Ray. Rather than minimize the 
problem, which had in the past contributed to Ray’s depression and sexual avoidance, he was 
encouraged to process these feelings with Ellen. Ray admired Ellen’s sexual flexibility and 
acceptance, but this wasn’t his style. Often a perfect resolution is not possible, but the couple 
can implement good alternatives. Ray valued intercourse, and if intercourse was on the 
agenda he preferred using injections. Both Ray and Ellen valued non-demand pleasuring and 
playful touch. If this naturally flowed to eroticism, they could enjoy a mutual erotic scenario 


to orgasm. Ellen wanted them to be open to intercourse if Ray was experiencing high levels of 
erotic flow—she didn’t want to feel they had to avoid intercourse because of Ray’s anxiety. 
After several discussions and experimenting with different sexual scenarios, they reached an 
agreement that Ellen would initiate intercourse, but if intercourse did not flow, they would 
transition (without apologizing or awkwardness) to Ellen pleasuring Ray to orgasm orally. It 
was her initiative if she then wanted Ray to pleasure her to orgasm. 


The therapist congratulated Ray and Ellen on engaging in sexual communication and 
negotiation to create their new couple sexual style which accommodated individual 
preferences and feelings. Sexuality cannot be treated with benign neglect. Ellen and Ray 
agreed to follow-up sessions over two years to prevent relapse and continue to grow their 
sexual relationship. They also agreed that every three months they would have a non-demand 
pleasuring date with a prohibition on intercourse and orgasm. They wanted to ensure that 
non-demand pleasuring and playful touch continued to be an integral, valued dimension of 
their couple sexual style. 


THE RELATIONSHIP BETWEEN PLEASURING AND EROTICISM 


Pleasuring and eroticism are different dimensions, but not adversarial or 
incompatible. Non-demand pleasuring and playful touch are about sharing 
intimacy, closeness, and pleasure. Eroticism energizes the relationship—it’s 
about creativity, mystery, taking risks, unpredictability, and intense 
emotions and sensations. 

The “politically correct” concept is that pleasuring naturally 
transitions to eroticism. That can and does happen, and for many couples 
is their preferred scenario. However, it can’t be a contingent scenario. 
Sometimes, the initiation is based on an erotic charge and lustful feelings 
with a focus on orgasm. Sometimes the initiation is about closeness, 
pleasure, and predictability—eroticism is far from their minds. Accept that 
it’s normal and healthy to value experiences where pleasuring flows to 
eroticism, where the encounter is all about non-demand pleasuring, and 
where the encounter is all about eroticism. 

Traditionally, pleasuring and eroticism were split by gender—women 
valued pleasuring, men valued eroticism. Although this split works for the 
Traditional (conflict-minimizing) couple sexual style, it is not healthy for 
the majority of couples. Both the woman and man valuing pleasuring and 
eroticism promote desire/pleasure/eroticism/satisfaction for the couple. 


Key CLIinicAL POINTS 


Non-demand pleasuring and playful touching is the foundation for sexual response. The non- 
demand dimension is critical because so many couples fall into the trap of having only two gears of 
touch—affection or intercourse. If there is pleasure or subjective arousal there is an expectation that 
it must proceed to intercourse and orgasm. The traditional adage, “don’t start something you can’t 
finish” controls couple sexuality. This demand and performance pressure results in less touching and 
less intercourse. 


The core issue for the couple and clinician is to reinforce the value of non-demand 
pleasuring (sensual touch with subjective arousal of 1-3) and playful touch (subjective arousal 
of 4-5) as important for itself. It can serve as a bridge for intercourse, but that is not the primary 
function of pleasuring. The essence of healthy couple sexuality is giving and receiving pleasure- 
oriented touch. The clinician has to ensure this is not a cognitive “politically correct” approach, but a 
genuine attitudinal, behavioral, emotional agreement to incorporate non-demand pleasuring and 
playful touch into their couple sexual style. 


Valuing non-demand pleasuring is the psychologically healthy way to confront the traditional 
male-female power struggle over intercourse. The couple needs to find a common language for 
sexuality which includes pleasuring and playful touch as integral to couple sexuality. This reinforces 
talking, experiencing, and feeling as an intimate sexual team. Sexuality is a couple process of sharing 
pleasure rather than an individual intercourse performance test. 


Having the couple read, discuss, and most important implement the non-demand 
pleasuring and playful touch psychosexual skill exercises is a core sex therapy strategy to 
reinforce being an intimate sexual team. 


Chapter 6 
Eroticism-Orgasm Problems 


Eroticism is the most controversial dimension of sexuality. Intimacy-based 
couple therapists (Johnson, 2013) are wary of the concept of eroticism. 
Eroticism is associated with porn, kinky, lustful, dramatic, performance- 
oriented, and destructive sex. The fear is that erotic sex will subvert the 
relationship—that eroticism threatens marital security. Eroticism is viewed 
as a detached sex performance—separate and incompatible with an 
intimacy/attachment secure relationship. 

In our approach, eroticism is a positive, integral component in the 
desire/pleasure/eroticism/satisfaction mantra. Eroticism is not a 
detached sex performance; it is a central component of an intimate, 
interactive couple sexual repertoire. Intimacy and eroticism are certainly 
very different dimensions, but not incompatible or adversarial. They meet 
different emotional and sexual needs, but are positive and integral to couple 
sexuality. 

What is the healthy role of eroticism? Eroticism refers to subjective 
arousal ranging from 6-10 (10 being orgasm). The essence of eroticism is 
intense sexual feelings and sensations involving taking emotional and 
sexual risks, mystery and creativity, unpredictable sexual scenarios, lustful 
feelings, erotic fantasies, not being “politically correct.” Erotic flow 
involves subjective and objective arousal in the 8-9 range. From a sex 
therapy perspective, the role of eroticism is to reinforce sexual vitality. If 
intimacy is about feeling loved and securely attached, eroticism is about 
feeling energized and vital as a sexual couple. 

The clinician takes a pro-sexuality, pro-intimacy, pro-pleasure, 
and pro-eroticism stance. Being pro-eroticism is the dimension which can 
be most challenging for the couple and clinician. When dealing with sexual 
dysfunction, especially female non-orgasmic response and male ejaculatory 
inhibition (delayed ejaculation), giving the client and couple permission to 


embrace eroticism is a core component in successful treatment. Orgasm is 
the natural continuation of the pleasuring/eroticism process. Eroticism is 
about accepting sexual feelings and sensations and allowing these to 
naturally flow to orgasm. Orgasm involves letting go at high levels of erotic 
flow. 

A key factor in orgasmic dysfunction is the lack of congruence 
between subjective and objective arousal. Feeling “turned-on” and objective 
measures of vascular and neurological arousal are usually congruent, with 
subjective arousal leading the way. Orgasm is not an individual 
performance goal to achieve, but a natural continuation of the 
pleasuring/eroticism process leading to erotic flow which naturally 
culminates in orgasm. Performance anxiety (trying to force an orgasm) is a 
chief factor in disrupting eroticism, and a major cause of secondary female 
non-orgasmic dysfunction. 


INTEGRATED EROTICISM 


A crucial concept which has not been a focus of clinical theory or practice, 
and is almost unknown in the culture and to clients, is integrated eroticism. 
Integrated eroticism fits the desire/pleasure/eroticism/satisfaction mantra. 
Integrated eroticism is a couple concept. Each partner has an erotic voice, 
which is integrated into their couple sexual style. Eroticism is not an 
individual performance detached from couple sexuality. This is in contrast 
to individual erotic sex performance to prove something to himself, his 
partner, or others. Healthy sexuality is about sharing eroticism, not a 
performance. Integrated eroticism allows the person and couple to increase 
desire, arousal, and orgasm. Eroticism is an integral dimension in the couple 
sexual process. This involves erotic scenarios and techniques which 
promote high levels of subjective and objective arousal leading to an 
intense orgasmic experience. Integrated eroticism can include orgasm with 
manual, oral, intercourse, rubbing, or vibrator stimulation. Eroticism most 
commonly transitions to intercourse sex. Intercourse is a natural 
extension of the pleasuring/eroticism process. Intercourse is not the 
pass-fail sex test as portrayed in movies, novels, or porn videos. 
Intercourse is an example of integrated eroticism. 

The woman, man, and couple find integrated eroticism facilitates 
healthy sexuality. Rather than the traditional male-female split, eroticism is 


as much for female sexuality as male sexuality. The woman’s sexual voice 
includes her erotic voice. Her sexual voice is not limited to intimacy, non- 
demand pleasuring, and relational satisfaction and security. Eroticism is a 
healthy, integrated component of female and couple sexuality. 

The man can learn to value integrated eroticism as part of couple 
sexuality. He learns that erotic fantasies and porn videos present a fantasy 
performance view of eroticism which is totally different than real life 
couple sex. A motivating way to think about porn and erotic fantasy is as a 
“6th gear” to provide an erotic charge whether in masturbation or couple 
sex. The important distinction is between an individual erotic fantasy 
scenario and integrated couple sexuality. Erotic fantasy/porn is a totally 
different phenomenon than real life couple sexuality. Couple sexuality 
integrates eroticism. A fantasy turn-on is often a dud or turn-off in real life 
couple sex. Integrated eroticism continues to enhance couple sex. In truth, 
performing like in a porn fantasy ultimately subverts couple sexuality. 


THE THREE AROUSAL/EROTICISM PATTERNS 


There are three primary arousal/eroticism patterns: 


e Partner interaction arousal 
e Self-entrancement arousal 
e Role enactment arousal 


Each arousal/eroticism pattern has strengths and vulnerabilities. Different 
patterns work for different couple sexual styles. All three arousal/eroticism 
patterns can contribute to couple sexuality, but have the potential to subvert 
some clients and couples. There is not one right way to be sexual. The 
clinician can help individuals and couples discover the right erotic fit for 
them. 

The most common pattern is partner interaction arousal. This is the 
type of sexual scenario seen in R-rated movies. One partner’s arousal is 
arousing for the other. It’s like an erotic dance where each partner’s 
arousal/erotic response has a powerful effect on the other. This is illustrated 
by the “give to get” pleasure guideline. This arousal/eroticism pattern is 
used, at least on occasion, by the great majority of couples. It is particularly 
compatible with the Complementary and Best Friend couple sexual styles. 


The emphasis is on mutuality and intimate, interactive sexuality. 
Partner interaction arousal is relevant to pleasuring, eroticism, and 
intercourse. Partner interaction arousal is best for mutual, 
synchronous sexual scenarios. Couples value encounters where both 
partners experience desire/pleasure/eroticism/satisfaction. The clinician 
reinforcing partner interaction arousal motivates the couple to take 
emotional and sexual risks so that the scenario is more vital and less 
predictable. A common trap for couples is to settle into an overly 
predictable sexual routine. Even if functional, sex is not vital or energizing. 
Partner interaction arousal is more satisfying when the sexual scenarios are 
variable, flexible, and unpredictable. 

Self-entrancement arousal is the second most frequent 
arousal/eroticism pattern. Its use increases with aging. The focus of self- 
entrancement arousal is taking turns—one partner is the giver and the other 
receives pleasure and erotic stimulation. The receiving partner is relaxed 
and receptive to pleasurable and erotic feelings and sensations. The giving 
partner’s source of arousal is the receiving partner’s arousal. The greater the 
receiving partner’s erotic response, the better for the couple. Self- 
entrancement arousal/eroticism is most compatible with the Complementary 
and Emotionally Expressive couple sexual styles. The key is to enjoy the 
pleasure/arousal/eroticism/erotic flow process rather than being 
diverted by performance pressure. Mindfulness is a particularly valuable 
strategy in self-entrancement arousal. Being mindful and accepting the 
range of pleasurable and erotic feelings and sensations makes the 
experience better for both partners. An advantage of self-entrancement 
arousal is that it reinforces that partners are not clones of each other 
sexually—each person has her own erotic preferences. For example, 
many women are not receptive to breast stimulation until subjective arousal 
is at least a 6. Her partner had been in a previous relationship where the 
woman’s preference was to begin pleasuring with breast stimulation. When 
he tries this with his spouse, she reacts with annoyance, not pleasure. Self- 
entrancement arousal helps the giving partner be aware of the 
receptivity/responsivity pattern of the receiving partner. 

Most women and men are not receptive/responsive to erotic 
stimulation until subjective arousal is at least a 4-5. If she engages in genital 
stimulation when his subjective arousal is low, it is likely to be counter- 
productive. There is nothing more anti-erotic than self-consciousness. 


Trying to erotically stimulate a partner who is not subjectively aroused is a 
common mistake. Rather than enjoying the 
comfort/pleasure/arousal/eroticism/erotic flow/orgasm process, trying 
to force eroticism is self-defeating. 

Most of the online, self-help, and professional suggestions to increase 
eroticism focus on role enactment arousal (Nelson, 2012). The focus of the 
role enactment arousal/eroticism pattern is external stimuli to enhance 
erotic scenarios. This can include using sex toys, watching pom, playing 
out an erotic fantasy, using a BDSM scenario, or mirrors to enhance erotic 
feelings. This is the arousal/erotic pattern most compatible with the 
Emotionally Expressive couple sexual style. It is not acceptable to the Best 
Friend and Traditional couple sexual styles. 

If both partners are open and receptive to role enactment scenarios and 
techniques it will enhance the erotic experience. However, many couples 
find that rather than empowering eroticism, these scenarios are intimidating 
or result in a sexual dud. For most people most of the time erotic fantasies 
work better as fantasies than real life sexual experiences. Fantasy is a 
different dimension than real life couple sexuality. Being dominated and 
sexually forced can be a highly charged erotic fantasy, but trying to act it 
out as a real life couple usually results in anti-erotic feelings. Acting out an 
erotic fantasy subverts the erotic charge and can ruin the fantasy. 

The challenge for the couple is to choose which arousal/eroticism 
pattern is the right fit for them. Some couples only use partner interaction 
arousal, more couples enjoy both partner interaction and self-entrancement 
arousal, and other couples experiment with all three arousal/eroticism 
patterns. The clinician can educate and normalize arousal/eroticism 
patterns. Even more important, she helps clients dialogue and 
experiment so they choose wisely what enhances eroticism for them. 
The guideline that healthy sexuality cannot be at the expense of the partner 
or the relationship is particularly relevant for erotic scenarios and 
techniques. Typically, each partner has favorite erotic scenarios which are 
different. This is normal and healthy in spicing up their sexual relationship 
as long as they respect one another’s boundaries with no intimidation or 
coercion. Coercive eroticism is the opposite of integrated eroticism. It is 
destructive for the relationship and couple sexuality. 


THE Roe oF EROTICISM IN RESOLVING FEMALE ORGASMIC 
DYSFUNCTION 


Orgasmic problems are the second most common female dysfunction (first 
is sexual interest/arousal disorder). Orgasmic dysfunction, like almost all 
sexual problems, is multi-causal and multi-dimensional. The clinician needs 
to conduct a comprehensive psychobiosocial assessment to identify the 
factors which inhibit female sexual response. These can include side-effects 
of medications, embarrassment over body image, or a power struggle over 
sexual technique. Although there is much the client can do on her own to 
enhance sexual self-esteem, change is promoted by treating them as a 
sexual team focused on enhancing intimacy, pleasure, and eroticism. 
The woman having a veto over erotic scenarios and techniques (and 
knowing he will honor her veto) frees her to embrace eroticism. 

Have the couple experiment with psychosexual skill exercises to 
enhance erotic feelings and sensations. The goal is not to use orgasm as a 
pass-fail test for the woman, nor to achieve the “right” orgasm (during 
intercourse, “G-spot,” multiple orgasms). Orgasm is not to prove something 
to the self, others, or the partner. 


GUIDELINES 


FEMALE PLEASURE, EROTICISM, AND ORGASM 


There is more written about orgasm than any other area of female sexuality. The good news is 
that awareness of the woman’s “sexual voice” which includes 
desire/pleasure/eroticism/satisfaction is healthy for the woman, the couple, and the culture. 
The bad news is that sexual performance demands, specifically viewing orgasm as a pass-fail 
test, increases self-consciousness and reduces sexual desire and satisfaction. 

These guidelines empower the woman (and her partner) to value female 
desire/pleasure/eroticism/satisfaction. Orgasm is integral to the pleasuring/eroticism process. 
This approach confronts the performance pressure of orgasm as the pass-fail sex test. 


1) You are responsible for your desire/pleasure/eroticism/orgasm. Developing your 
unique sexual voice is a positive personal challenge. It is not the man’s responsibility 
to “give her an orgasm.” 

2) Together you and your partner develop an intimate, interactive couple sexual style 
that promotes desire/pleasure/eroticism/satisfaction. 


3) Receptivity and responsivity to pleasurable and erotic touch facilitates arousal and 
orgasm. 

4) Arousal involves both subjective components (feeling sexy and turned-on) and 
objective components (vaginal lubrication and physical receptivity to intercourse). 


5) “Foreplay”—where the man stimulates the woman to get her ready for intercourse— 
increases self-consciousness and performance anxiety by invalidating the woman’s 
sexual voice and turning what could be a mutually enjoyable erotic encounter into a 
command performance. The experience of “pleasuring”—which emphasizes 
mutuality and sharing—facilitates desire and orgasm. 


6) Pleasuring and eroticism often lead to intercourse, but intercourse is not the test of 
sexuality nor is intercourse necessary for a satisfying sexual experience. A key 
concept is to transition to intercourse at high levels of erotic flow. 


7) Develop your unique “sexual voice”—being aware of what facilitates and what 
subverts your sexuality. Take an active role in verbally and non-verbally making 
requests and guiding your partner. 


8) The prescription for satisfying sexuality is intimacy, pleasuring, and eroticism. 
Traditionally, female sexual socialization has underplayed eroticism. Eroticism is 
integral to orgasm and satisfaction. 


9) Be aware of your preferences—giver-receiver vs. mutual stimulation; focused vs. 
multiple stimulation; when and how to transition from sensual to erotic stimulation; 
emotional and physical conditions for vital and satisfying couple sexuality. 


10) You cannot say “yes” to healthy sexuality unless you have the right to say “no” 
to sex. You are free to initiate the transition from pleasuring to intercourse and to 
guide intromission. 


11) Women who prefer multiple stimulation during pleasuring/eroticism usually 
prefer multiple stimulation during intercourse. You can utilize clitoral stimulation 
with his or your fingers, request breast or buttock stimulation, enjoy erotic fantasies, 
and/or switch intercourse positions. 


12) Many women hope to use pro-sexual medications when they become available to 
enhance sexual desire and orgasm. Medication can be a valuable resource, but it is 
not a stand-alone “magic pill.” The pro-sex medication or physical aide needs to be 
integrated into your couple sexual style of intimacy, pleasuring, and eroticism. 


13) Many women, especially after 40, use some form of additional lubrication 
(estrogen or water-based). This facilitates intercourse, but is not a substitute for 
subjective arousal. 


14) Only 1 in 6 women experience the male pattern of one orgasm during 
intercourse without using additional stimulation. Female sexual response and 
orgasm is more flexible, variable, and individualistic than male sexual response. You 
may be non-orgasmic, singly orgasmic, or multi-orgasmic which might occur during 
pleasuring, intercourse, or afterplay, depending on your unique pattern and 
preferences. 


15) Develop comfort with your desire/pleasure/eroticism/satisfaction pattern. 
Sexuality is about experiencing and sharing pleasure, not a performance to have a 
“G” spot orgasm, multiple orgasms, a “vaginal” orgasm, extended orgasm, or 
whatever is the new performance fad. 


16) Orgasm is a natural result of subjective arousal, erotic flow, and giving yourself 
permission to let go and enjoy the orgasmic experience. 


17) The distinction between “clitoral” and “vaginal” orgasm is not scientifically 
valid. Whether orgasm occurs with manual, oral, rubbing, intercourse, self, or 
vibrator stimulation the physiological response is very similar. The subjective 
experience of satisfaction varies depending on expectations and preferences. 


18) It is unrealistic to expect orgasm during each sexual experience; you are not a 
sexual machine. Female sexuality is variable and flexible. On average, women are 
orgasmic during 70 percent of sexual encounters. Satisfaction involves orgasm, but is 
much more than orgasm. 


19) Orgasm is integral to female sexuality. Desire and satisfaction are more important 
than orgasm. You are free to make requests of your partner (prolonged pleasuring, 
your pace of stimulation, multiple stimulation, preferred erotic scenarios, vibrator 
stimulation, cunnilingus to orgasm, clitoral stimulation during intercourse) to enhance 
pleasure, eroticism, and orgasm. 


20) Remember, sexuality is not about proving anything to yourself, your partner, or 
anyone else. Sexuality is about experiencing and sharing 
desire/pleasure/eroticism/satisfaction. 


ACCEPTING ORGASMIC VARIABILITY, FLEXIBILITY, AND HER 
Erotic/ORGASMIC VOICE 


Female orgasmic response is different from the more reliable male pattern 
of a single orgasm accompanied by ejaculation during intercourse. Some 
women’s orgasm pattern follows the male model of a single orgasm during 
intercourse without additional stimulation. That is fine, but it’s not better or 
worse than other female orgasmic patterns. It is worthwhile to note that the 
female pattern of a single orgasm during intercourse without additional 
stimulation occurs in fewer than one in six women. It is also important to 
note that fewer than 15 percent of women are orgasmic for 95-100 percent 
of couple sexual encounters. For both women and men orgasm is easier and 
more predictable during masturbatory sex than couple sex (Graham, 2014). 

The majority of women are able to be orgasmic during both erotic 
sexuality and intercourse. Some have a strong preference for being 
orgasmic during manual stimulation, others during intercourse, some during 
oral stimulation, others using rubbing stimulation, and still others use 
vibrator stimulation during erotic sex or intercourse. Female orgasm is yet 
another example that sexually one size never fits all. 

The keys to orgasm during intercourse are: (1) not transitioning to 
intercourse until feeling a high level of erotic flow-subjective arousal of 
8, (2) multiple stimulation—both giving and _receiving—during 
intercourse, and (3) consciously using “orgasm triggers” to let go and 
be orgasmic. Some women place high value on the emotional and physical 
feelings of orgasm during intercourse, while others find that the partner 


values orgasm during intercourse more than she does. The old myth that a 
“vaginal” orgasm is more mature and superior to “clitoral” orgasms is 
scientifically untrue. Approximately 1 in 3 women are never or almost 
never orgasmic during intercourse. This is a normal variation of healthy 
female sexuality, not a dysfunction. Honoring the woman’s sexual voice is 
the motivating, empowering strategy. 


Ma te EJACULATORY INHIBITION AND EROTICISM 


Ejaculatory inhibition (also called delayed ejaculation) is the least common 
and most misunderstood male sexual dysfunction. It is very rare among 
young males—primary ejaculatory inhibition effects 1 to 2 percent of 
males. The most common pattern is the inability to ejaculate during 
intercourse despite being easily orgasmic during masturbation. The typical 
reason for referral is the desire to become pregnant which is blocked by his 
inability to ejaculate during intercourse. 

Among men after age 50 there is a notable increase in secondary 
intermittent ejaculatory inhibition, effecting eight to 15 percent of men. It is 
often misdiagnosed as erectile dysfunction because he loses his erection 
during intercourse. The crucial diagnostic question is how long intercourse 
lasted before he lost his erection. If it was over two minutes, the problem is 
likely to be ejaculatory inhibition, not erectile dysfunction. He loses his 
erection because he has run out of sexual energy, his experience of 
eroticism did not develop into an erotic flow so his erection dissipated. As 
with other sexual dysfunctions, ejaculatory inhibition is multi-causal and 
multi-dimensional. All psychological, biological, and relational factors need 
to be assessed and addressed. 

For primary ejaculatory inhibition, common causes include an 
idiosyncratic masturbation pattern which does not transfer to couple 
sexuality, fear of fathering a child, a sexual secret—often a variant arousal 
pattern, believing couple sex is for the woman and masturbatory sex for 
him, and not valuing intimate, interactive couple sexuality. The core 
strategy is to increase the man’s subjective arousal. The man has a firm 
erection and thrusts vigorously (objective arousal appears to be 8-9), but his 
body is lying. The reason he doesn’t reach orgasm is that his subjective 
arousal is stuck at 4-6. He isn’t enjoying intimate, interactive couple 
sexuality. 


Treatment strategies to increase subjective arousal include being 
mindful of sexual sensations, awareness of masturbatory techniques and 
transferring these to couple sexuality, allowing himself to be “sexually 
selfish” in making erotic requests, not transitioning to intercourse until 
subjective arousal is 7-8, engaging in multiple stimulation during 
intercourse—including erotic fantasies, and use of “orgasm triggers.” 
Rather than trying to force orgasm to prove something to his partner, the 
focus is on enhancing subjective arousal, eroticism, and enjoying erotic 
flow to orgasm. 


GUIDELINES 


OVERCOMING EJACULATORY INHIBITION 


1) Ejaculatory Inhibition (EJ) is the least recognized male sexual dysfunction. It 
occurs in 1 to 2 percent of young males and 8 to 15 percent of men over 50. 


2) EI refers to the inability (or great difficulty) being orgasmic even though 
physically aroused and erect. The most common type is the inability to reach 
orgasm during intercourse, although some men are unable to be orgasmic with partner 
manual or oral stimulation. The great majority of men with EI are able to be orgasmic 
during masturbation. 


3) The traditional derogatory terms were “retarded ejaculation” or “ejaculatory 
incompetence.” Ejaculatory inhibition (another term is “delayed ejaculation”) is a 
descriptive term that describes the reality—the man’s erotic flow leading to orgasm is 
inhibited. 

4) Many men try to minimize or hide the problem from the partner, feeling he can 
satisfy himself later. The woman has a positive, integral role in helping him 
overcome EI and increase pleasure, eroticism, and satisfaction. 


5) Young males with primary EI are mistakenly viewed as “studs” who can service 
and satisfy women. They are admired by male peers who suffer from premature 
ejaculation. In truth, sex is less enjoyable for the man as he is performing for the 
woman rather than sharing sexual pleasure and eroticism with her. 


6) A key in changing EI is to enhance subjective arousal. You may look fully 
aroused, with a firm erection and vigorous thrusting, but your body is “telling a lie.” 
If “0” = neutral, “5” = beginning levels of arousal, “8”= erotic flow, and 
“10”=orgasm, your subjective arousal is probably “4-6,” even though your objective 
arousal appears to be “9.” 

7) Emphasize giving and receiving pleasure, involve the woman as your intimate, 
erotic friend. Delay the transition to intercourse until subjective arousal is at least 
“7” and preferably “8.” 

8) The two key techniques in changing EI are to use multiple stimulation during 
intercourse and to identify and utilize your “orgasm triggers.” 


9) Cognitively, you learn to associate sexuality with comfort, pleasure, and 
eroticism with the woman as your intimate, erotic ally. Behaviorally, you learn to 
integrate subjective and objective arousal, enjoy interactive sexuality, request erotic 
and multiple stimulation, and feel comfortable using orgasm triggers. Emotionally, 
you enjoy the touching process, feel you have a right to sexual pleasure, enjoy erotic 
flow which naturally culminates in orgasm, and value the “Good Enough Sex” (GES) 
model rather than feeling pressure to achieve perfect intercourse/orgasm 
performance. 


10) As men age, especially after 50, rates of intermittent EI increase significantly 
(eight to-15 percent). Men often mislabel the problem as ED because you lose your 
erection during intercourse. If intercourse lasts more than 2 minutes the real issue is 
probably El-you lose your erection because you run out of sexual energy. 


11) A number of factors can cause intermittent EI including side effects of medication, 
not feeling sexually receptive or responsive at the time, alcohol or drug abuse, lack of 
partner involvement, and fatigue. The most common cause is that you experience sex 
as routine and mechanical. As a young man you only needed intercourse thrusting, 
but now your subjective arousal is muted so you need multiple stimulation during 
intercourse. 


12) EI can lead to male inhibited desire, avoidance of sexual touch, and a non-sexual 
relationship. 


13) To overcome EI, you need to turn to your partner for emotional encouragement 
and sexual stimulation. View your partner as your intimate, erotic friend and make 
requests for multiple stimulation during intercourse. Orgasm/ejaculation is a natural 
continuation of the comfort/pleasure/arousal/erotic flow process, not a pass-fail test. 


14) EI is different from the normal physiological transition of men over 60 who do 
not have a need to orgasm at each sexual opportunity. With EI you want to let go 
and ejaculate, but can’t because your subjective arousal is low. 


15) You and your partner can experiment with a range of multiple stimulation 
scenarios and techniques to learn what is good for you. These can include rubbing 
your penis between her breasts and manually stimulating her clitoral area: standing 
while she orally stimulates you; moving rapidly and rhythmically during intercourse. 
Erotic fantasies can accompany any of these scenarios. You can change intercourse 
positions two or three times; ask for testicle or anal stimulation; change intercourse 
movement from slow in/out to circular thrusting; transition from intercourse to 
manual stimulation and back to intercourse at high levels of erotic flow. 


16) Orgasm triggers are very individualistic. They allow you to move from “9” to “10” 
(orgasm/ejaculation). Use orgasm triggers when you are in an erotic flow (not when 
your subjective arousal is “5”). Examples of orgasm triggers include tensing pelvic 
muscles and moving in fast, rhythmic thrusts; focusing on an erotic fantasy and 
reaching orgasm both in fantasy and in reality; verbalizing “it feels so good I’m going 
to come;” feeling highly aroused by your partner’s arousal. 


17) It is natural and healthy to use self-stimulation during partner sex to enhance 
arousal, including to orgasm. 


18) Men and couples have different preferences for pleasuring and eroticism— 
manual, oral, rubbing, and/or intercourse. Some prefer taking turns while others 
enjoy mutual stimulation. Most prefer multiple stimulation, others focus on single 
stimulation. Discover and enjoy your couple sexual style of pleasure, arousal, erotic 
flow, and orgasm. 


19) Remember, the essence of healthy couple sexuality is sharing 
desire/pleasure/eroticism/satisfaction. Enjoy your sexuality; do not view orgasm as 
the pass-fail test. In GES, 85 percent of experiences involve erotic flow, which 
naturally culminates in orgasm. 


Intermittent ejaculatory inhibition is the more common pattern. Most 
men find that understanding and changing this is easier than changing 
primary ejaculatory inhibition. The man has fallen into a mechanical, 
routine intercourse pattern which is no longer erotic or vital. At 55 he 
approaches intercourse like he did at 25. Routine, mechanical sex loses 
erotic charge. Once the ejaculatory inhibition pattern develops it is 
reinforced by anticipatory and performance anxiety. He rushes to 
intercourse hoping he can force orgasm before he loses his arousal. 

The therapeutic strategy involves engaging both partners. The 
woman’s awareness and eroticism is valuable for the couple’s sexual 
process. Similar to the strategy of female orgasmic response during 
intercourse, the therapeutic strategy involves (1) transitioning to 
intercourse at high levels of erotic flow, (2) multiple stimulation during 
intercourse, and (3) use of orgasm triggers. The key for the transition to 
intercourse is to be aware of subjective arousal rather than objective 
arousal. Most men emphasize stimulating the partner rather than being open 
to giving and receiving multiple stimulation, especially being aware of what 
is erotic for him rather than impressing her. For example, he believes she is 
highly turned-on by his rapid thrusting rather than understanding that she is 
most turned-on when he is genuinely aroused (not performing for her). If he 
enjoys slower, longer thrusting while he strokes her breasts and she 
provides testicle stimulation, this is a better multiple stimulation scenario. 

Erotic fantasies serve as a bridge to feeling sexually present and 
enhance the erotic flow/orgasm process. Erotic fantasy is the most common 
multiple stimulation technique. Orgasm triggers allow erotic flow to go 
from 9 to 10. This technique asks the man to be aware of the types of touch, 
pressure, rhythm, fantasy, self-talk, that he experiences during masturbation 
and transfer this to partner sex—whether through erotic stimulation or 
intercourse. She values his erotic voice and wants him to let go, rather than 
viewing ejaculation as a pass-fail sex test. The key to enjoying 
desire/pleasure/eroticism/satisfaction over age 50 is to share pleasure 


and eroticism and accept the multiple roles and meanings of healthy 
male and couple sexuality. 


EROTICISM AND THE TREATMENT OF PREMATURE EJACULATION 


Premature ejaculation (PE) is the most common male sexual complaint. The 
bio-medical criterion for PE is that intercourse lasts less than one minute, is 
caused by physiological factors, and affects 2 to 3 percent of males 
(Waldinger, 2008). The psychobiosocial approach involves intercourse 
lasting less than two minutes, the man feels little awareness or control of 
when he ejaculates, and PE interferes with male and couple sexual 
satisfaction (Metz & McCarthy, 2003). Using this definition, PE affects 25 
to30 percent of males. 

The most common self-help interventions involve reducing 
arousal/eroticism. The advice is to use two condoms, masturbate 30 minutes 
before couple sex, use a penile desensitizing cream, or think anti-erotic 
thoughts such as how much money he owes or about his mother-in-law. 
These are destructive strategies. Whether talking about male or female 
sexuality, the guideline is never do something which reduces arousal. The 
Strategy to learn ejaculatory control is counter-intuitive. It is to increase 
genital stimulation and subjective arousal while learning to maintain arousal 
in the 6-8 range rather than rushing to ejaculation. For men where there is a 
physiological factor governing PE, use of medication is necessary, but not 
sufficient, for learning ejaculatory control. 

Learning ejaculatory control is a two-phase process. First, identify 
the point of ejaculatory inevitability where orgasm is no longer a voluntary 
process—this occurs two to three seconds before ejaculation. After the 
point of ejaculatory inevitability even if the man is turned off by his kids or 
mother-in-law barging into the bedroom, he will still ejaculate. Second, and 
the more challenging learning, is to maintain 6-8 levels of arousal with 
intercourse. With the use of the stop-start technique most men find it 
relatively easy to master ejaculatory control with manual or oral 
stimulation. Ejaculatory control during intercourse is the most challenging 
learning. Traditionally, couples use the man-on-top intercourse position 
with short, rapid thrusting. Many men find they cannot maintain ejaculatory 
control in that situation. Usually ejaculatory control is practiced in the 


woman-on-top or side intercourse positions using slower, longer thrusting 
or circular thrusting. 

Contrary to media and internet myths, intercourse does not last 20 to 
30 minutes. The average length of intercourse is three to seven minutes; few 
couples have intercourse lasting longer than 12 minutes. The focus of 
prolonging intercourse is to enhance pleasure and eroticism. It is not for 
the woman to be orgasmic during intercourse. Remember, one in three 
women are never or very rarely orgasmic during intercourse. The couple 
cooperating to learn ejaculatory control during intercourse is to enhance 
individual and couple pleasure and eroticism. 

Ejaculatory control is a good example of the importance of both 
partners, especially the man, embracing the GES approach. The perfect sex 
performance model is the enemy of couple sexual satisfaction. Couple 
sexuality is inherently variable, including the quality and length of 
intercourse. GES advocates for 85 percent of encounters involving 
enjoyable intercourse with good ejaculatory control, but when that does not 
occur the man is not embarrassed or apologetic. He can enjoy the intensity 
of rapid intercourse and orgasm. They accept the different roles, meanings, 
and outcomes of couple sexuality. 


GUIDELINES 


LEARNING EJACULATORY CONTROL 


1) Premature (rapid) ejaculation is the most common male sexual problem. The 
majority of men begin as early ejaculators and 25-30 percent of adult males complain 
of premature ejaculation (PE), i.e. ejaculating within two minutes of intercourse and 
not feeling in control of when you ejaculate. 


2) “Do it yourself” techniques to reduce arousal (biting your lip, focusing on non- 
sexual thoughts like how much money you owe or your mother-in-law, using two 
condoms or a penile desensitizing cream, masturbating before couple sex) do not help 
you learn ejaculatory control and can cause erectile dysfunction or couple alienation. 


3) The keys to learning ejaculatory control are to identify the point of ejaculatory 
inevitability (after which ejaculation is no longer a voluntary function) and then build 
comfort and awareness at moderate to high levels of arousal. 


4) Ejaculatory control can be learned through self-stimulation as well as during 
partner stimulation. Practicing new psychosexual skills with self-stimulation 
develops awareness, comfort, and confidence. The major psychosexual skills involve 
whole body relaxation, specific relaxation of the pelvic muscles, using self- 
entrancement arousal rather than partner interaction arousal, and slowing down the 
sexual process with a focus on sharing pleasure. 


5) The strategy in learning ejaculatory control is counterintuitive. Increase comfort, 
awareness, and pleasure-do not to decrease stimulation. Ejaculatory control during 
intercourse is complex and challenging. 


6) The most effective technique is stop-start. Signal your partner to stop stimulation 
as you approach the point of inevitability. Stimulation stops 30-60 seconds until you 
no longer feel you are going to ejaculate. Then resume stimulation with a focus on 
relaxation and pleasure. This is superior to the traditional squeeze technique which 
feels awkward and mechanical, especially for the woman. 


7) Stop-start is used first with manual stimulation, then oral stimulation, and 
before and during intercourse. Learning ejaculatory control is a gradual process 
requiring practice and feedback. It takes most couples three to six months to master 
ejaculatory control during intercourse. 


8) Realistic expectations and goals are crucial. The typical lovemaking session 
involves 15 to 45 minutes, of which two to nine minutes includes intercourse. 
Contrary to male bragging and media myths, intercourse seldom lasts more than 
twelve minutes. 


9) One in six women has the same response pattern as males, i.e. a single orgasm 
during intercourse without additional stimulation. One in three women is never or 
almost never orgasmic during intercourse. Improved ejaculatory control is to increase 
pleasure and eroticism for the man and couple, not specifically to make the woman 
orgasm during intercourse. Enjoy intercourse as an involving, pleasurable, erotic 
experience. 


10) Typically, couples begin the ejaculatory control exercise for intercourse using the 
woman on top position with minimal movement (the “quiet vagina” exercise). 
She guides intromission and controls thrusting. 


11) The stop-start technique can be used before and/or during intercourse. He can 
either stop movement or withdraw. As comfort and confidence with ejaculatory 
control increases, the technique is to slow thrusting or use circular thrusting. 


12) With continued practice other intercourse positions are added. Utilize longer, 
slower thrusting or circular thrusting. You can switch which partner controls the 
thrusting rhythm. Ejaculatory control is most difficult in the man on top position with 
short, rapid, thrusting. 

13) The focus is maintaining ejaculatory control for five to 10 minutes with non- 
intercourse stimulation (manual or oral) and three to seven minutes of intercourse. 


14) When you ejaculate, whether rapidly or voluntarily, enjoy the feelings and 
sensations. “Beating up” on yourself or blaming your partner does not facilitate 
ejaculatory control. 

15) The feelings and sensations of orgasm begin at the point of ejaculatory 
inevitability and last three to 10 seconds which includes ejaculation. 


16) The woman’s emotional and sexual feelings are integral in the learning process. 
Her role is as an intimate, involved partner. He can pleasure her to arousal and 
orgasm with manual, oral, rubbing, or vibrator stimulation, before or after ejaculatory 
control exercises. 

17) Some men use an anti-depressant medication, at a low dose on a daily basis, to 
promote ejaculatory control. New medications are being developed and are 
effective for the majority of men. However, success is dependent on remaining on the 
medication. 


18) The preferred strategy is to use medication as an additional resource. Integrate 
the medical intervention into your couple style of intimacy, pleasuring, and eroticism. 
Practice ejaculatory control exercises while taking medication and then gradually 
phase out the medication. Be aware that 2-3 percent of males have a physiological 
need to remain on medication in order to maintain ejaculatory control. 


19) Remember, do not try to reduce stimulation or arousal. This can cause erectile or 
desire problems. Focus on awareness, comfort, pleasure, and arousal without moving 
rapidly to ejaculation. 

20) The essence of sexuality is sharing pleasure, not a perfect individual 
performance. Couple sex is inherently variable. The Good Enough Sex (GES) model 
is that 85 percent of the time you maintain ejaculatory control during intercourse. 
Enjoy and share the entire sexual experience-intimacy, pleasure, eroticism, 
intercourse and afterplay. 


CASE STUDY 


IRV AND SUE 


Irv was a highly respected surgeon who said to their internist and to Sue’s individual 
therapist, “I come too fast and she comes too slow, but somehow we make it work.” Sue 
clearly enjoyed being married to Irv, but felt that intercourse was their “Achilles heel.” They 
had been married 12 years, had two children, and with her career as a management 
consultant and his as a trauma surgeon there was not a lot of quality couple time. They had 
intercourse once or twice a week, usually late at night. Sue enjoyed the sexual encounter, 
especially the five-minute cuddly afterplay, but was seldom orgasmic. When they planned 
couple weekends without the children once or twice a year it was a different sexual 
experience. They would stay at an upscale resort or hotel, take advantage of the exercise and 
spa facilities, be sexual in the late afternoon or early evening, and after Irv ejaculated he 
would pleasure Sue to orgasm manually. They enjoyed an extended afterplay and felt bonded 
and satisfied. Both Sue and Irv valued these getaway sexual experiences. Irv was accepting of 
their sexual relationship, but Sue wanted more for herself and for them as a couple. 


Rather than be stuck in a power struggle over orgasm, the couple’s sex therapist focused 
on issues of desire, pleasure, and eroticism with the goal of enhancing sexual satisfaction. 
Sue loved her TV shows, but when asked whether she was willing to give them up and focus on 
psychosexual skill exercises, she unequivocally said yes. This willingness won Irv over and he 
became enthusiastic about sexual dates after the kids were in bed. An advantage of non- 
demand pleasuring and playful touch exercises is that they slow down the sexual process and 
allow both partners to be mindful of feelings and sensations of subjective arousal. Sue’s 
receptivity and responsivity to touch was much enhanced. She realized she was not receptive 
to pleasure before intercourse; it was only after Irv ejaculated that her body would become 
open to pleasure. This insight made sense to Irv who was open to pleasuring Sue. The 
challenge for Irv was to be open to Sue’s touch—he was concerned that pleasurable and 
playful touch would elicit PE. The concept of learning to accept pleasure and monitor 4-5 
levels of subjective arousal was new to Irv. The clinician reinforced that sharing pleasure was 
healthy for Irv and for them as a couple. This provided a solid foundation to be an intimate 
sexual team who would address Sue’s desire/pleasure/eroticism/orgasm/satisfaction issues as 


well as Irv learning to increase pleasure/eroticism without triggering PE. Sue found the 
transition from playful touch to erotic touch fairly easy, especially when Irv was receptive to 
her touching him rather than the traditional, one-way foreplay scenario. When Sue entered the 
erotic flow phase, she was responsive to Irv mixing manual and oral stimulation resulting in 
her being orgasmic. 


Irv particularly enjoyed a new couple sexual scenario—he would pleasure Sue to orgasm 
and then initiate intercourse in the man-on-top position using short, rapid thrusting to his 
orgasm. They enjoyed a 10 to12 minute afterplay scenario. Sue valued this new way of being a 
sexual couple, but didn’t want it to be their only scenario. She encouraged (not demanded) 
that Irv develop better ejaculatory control with woman-on-top intercourse using circular 
thrusting. She did not expect to be orgasmic during intercourse, but wanted intercourse to be 
more intimate and enjoyable. It wasn't until Irv experienced three-four encounters with three 
to five-minute intercourse that he saw the benefits for himself and them as a couple. Sue had 
occasional experiences of orgasm during intercourse, which was an additional benefit. Both 
agreed that for erotic intensity the scenario with Sue being orgasmic before intercourse and 
Irv being orgasmic during intercourse was very satisfying, but other scenarios had important 
meanings as well. 


THE ROLE OF INTEGRATED EROTICISM 


Whether dealing with a sexual dysfunction or enhancing the 
desire/pleasure/eroticism/satisfaction experience, eroticism is an integral 
dimension of couple sexual satisfaction. Contrary to the fears of intimacy- 
based couple therapists on one hand, and the performance promises of 
internet eroticism proponents on the other extreme, eroticism can be 
integrated into the couple sexual style of intimacy, pleasure, and 
satisfaction. 

For most couples, integrated eroticism is the best fit. Although some 
couples and some sexual encounters benefit from role enactment arousal 
featuring sex toys, X-rated videos, playing out an erotic fantasy, kinky, or 
lustful sex, this is an additional, not the core, component of erotic sexuality. 
Both the woman and man valuing eroticism and having an erotic voice 
enhance couple sexuality. Accepting that some sexual encounters are 
more about eroticism than intimacy allows the partners to value 
variable, flexible sexuality which can involve a range of roles, 
meanings, and outcomes. Sometimes a warm, loving encounter is the right 
fit and other times an unpredictable erotic scenario which allows one or 
both partners to let go and experience high levels of abandon and orgasm is 
the desired outcome. The clinician needs to challenge the traditional gender 
split which robs the woman of her erotic voice and preferences. 


EXERCISE 


CREATING EROTIC SCENARIOS 


One of the most fascinating aspects of sexuality is the differences in what people find erotic. 
When exploring turn-ons, you do not have to prove anything to yourself, your spouse, or 
anyone else. Request and share scenarios and techniques that heighten your desire and 
eroticism. 


The man takes the first initiation. From a smorgasbord of erotic turn-ons, choose what 
you would like to try or design something of your own. Erotic couple scenarios could include 
slow, mutual kissing and touching followed by rapid, intense intercourse; making love while 
watching a R-or-X-rated video: being sexual in the shower or right after so both of you are 
fresh for oral sex; reading a sexual fantasy aloud or playing out the fantasy; using a favorite 
lotion to heighten erotic sensations as you stimulate each other to orgasm; quick, intense 
intercourse followed by erotic afterplay where you give her as many orgasms as she wants; 
having intercourse standing up or with her sitting on the bed and you kneeling; mixed manual 
and oral sex until both of you are highly aroused, then having intercourse in the woman-on-top 
position while you engage in manual clitoral stimulation and she strokes her breasts. Create 
scenarios that are personally inviting and an erotic turn-on. Your partner is open to your 
requests and desires. Share turn-ons that heighten subjective and objective arousal. 


The woman designs her creative erotic scenario(s). This is a sharing, not a competition. 
You can explore external turn-ons and use milieu and special techniques to heighten eroticism. 
Your partner can veto anything he finds negative, but is encouraged to be open and 
experimental. Examples include being sexual in front of a mirror and enjoying visual 
feedback; watching an erotic video; being sexual in the guest room, living room, or family 
room; using vibrator stimulation; being sexual on a deserted beach; having sex in a shower or 
Jacuzzi; using play aids (a feather, silk sheets, mittens); being sexual in the back seat of the car 
like carefree adolescents; using “toys,” like loosely tied ropes or a paddle for spanking; being 
sexual at a bed-and-breakfast, upscale hotel, or funky inn; lighting a scented candle and 
putting on her favorite music; being sexual under the stars during a camping trip. 


When creating scenarios, individually or mutually, partners are open to each other’s 
feelings and requests. Do not set artificial barriers between sex play and intercourse. You can 
experiment with positions, multiple stimulation, and expressing feelings. Bask in creative, 
flowing, erotic sexuality. Creative sexuality does not end with orgasm. Be playful and 
creative, enjoy afterplay. 


Intimacy and eroticism can be successfully integrated. Eroticism builds anticipation, 
desire, and vitality. 


Key CLINICAL POINTS 


Eroticism is the most controversial dimension of the desire/pleasure/eroticism/satisfaction 
mantra. Both in the media and among professionals, eroticism has a kinky/porn/lustful/socially 


unacceptable connotation. This has caused intimacy-based couple therapists to not just be wary of 
eroticism, but to take an anti-eroticism stance. It is true that eroticism can be misused by 
individuals—especially men who compulsively use online porn which subverts couple sexuality. 
However, the great majority of men, women, and couples recognize that erotic scenarios and 
techniques are an integral component of individual and couple sexuality. Eroticism involves 
subjective and objective arousal in the 6-10 range. Pleasuring and eroticism are different dimensions, 
but not incompatible or adversarial. The pleasuring/eroticism process facilitates desire, orgasm, and 
satisfaction. 


There are two prime guidelines for integrated eroticism. First, it is not at the expense of the 
partner or the relationship. Second, there is a clear understanding that erotic fantasy is a totally 
different dimension than real life couple sexuality. Erotic fantasies and erotic materials function as a 
super-charged “sixth gear”—they provide a bridge to sexual desire or a bridge to orgasm. Confusing 
the role of erotic fantasy/materials and real life sexual behavior is the problem. Integrated eroticism 
promotes each partner having her unique erotic voice which reinforces couple sexuality. Integrated 
eroticism energizes couple sexuality. The core of integrated eroticism is to energize the couple bond, 
promote mystery and creativity, enjoy unpredictable and non-politically correct sexual scenarios, and 
provide vitality to the sexual relationship. 


Integrated eroticism is a key factor in promoting orgasm and satisfaction. Eroticism has a 
unique role in resolving female orgasmic dysfunction, male ejaculatory inhibition, and premature 
ejaculation. Eroticism has a positive, integral role in individual and couple sexuality. 


Chapter 7 
Satisfaction-Bonding and Energizing 


Traditionally, orgasm was viewed as the height of sex and the measure of 
satisfaction. “Orgasm=satisfaction.” Three generations ago the ultimate 
goal was simultaneous orgasm during intercourse. In the 1970’s female 
orgasm, the big “O” was the measure of being a woman. The next goal was 
the more orgasms the better (the man had to have at least one orgasm a day 
and female multiple orgasms were better than a single orgasm). In 2015, the 
best-selling female sexuality books tout new performance goals-”G”-spot” 
orgasm, multiple orgasms, tantric orgasms, and deep vaginal orgasms. 
There seems to be a new orgasm phenomenon each year. The massive 
selling of books like “Shades of Grey” illustrates the power of “pop sex.” 

Scientifically, what is the relationship between orgasm and sexual 
satisfaction? Orgasm is a positive, integral component of both female 
and male sexuality. We are strong supporters of orgasm and the subjective 
and objective feelings and sensations which accompany orgasm. Orgasm is 
best understood as a natural continuation of the pleasuring/arousal/erotic 
flow process, not a pass-fail sex performance test. 

The core understanding is that satisfaction is much more than orgasm. 
There are sexual encounters where one partner was orgasmic but unsatisfied 
while the other felt satisfied and bonded even though she was not orgasmic. 
Satisfaction involves psychological, biological, and relational components. 
Ideally these are congruent for the individual and couple. In mutual, 
synchronous sex both partners feel desire, enjoy the pleasuring/eroticism 
process, are orgasmic, and feel energized as a sexual person and bonded as 
a couple. However, the reality of couple sexuality is its complexity in terms 
of variability, flexibility, roles, meanings, and outcomes. 

Satisfaction is the second most important dimension, more 
important than pleasure and eroticism. A good example of the 
importance of satisfaction involves a study of couples after age 50. 


Although frequency and sexual function is lower, sexual satisfaction 
remains high and often increases (Lindau, et al., 2007). Feeling bonded and 
energized after a sexual experience is validating and serves to reinforce 
sexual desire. Although satisfaction is downplayed because it is hard to 
objectively measure, for life and relational well-being satisfaction is core. 
In a cross-cultural study, one of the best predictors of marital satisfaction 
for women in their middle years was feeling they had a vital and satisfying 
sexual relationship (Heiman, et al., 2012). 

A crucial clinical question to ask each spouse is their commitment to a 
satisfying, secure, and sexual marriage. It is a mistake to assume this is a 
shared value. Some people focus on satisfaction above all; others value 
stability, especially family stability. We advocate for healthy marriages— 
high quality, secure, and sexual. There are stable marriages/families 
which are low quality, we advocate for the 15 to 20 percent role of sexuality 
in a marriage (or partnered relationship). Many people undervalue sexuality 
while others believe sexuality is the most important factor. 


AFTERPLAY- [HE Most IGNORED SEXUAL COMPONENT 


Few sex therapy books discuss the topic of afterplay. Yet, afterplay is an 
integral component of couple sexuality and strongly influences sexual 
satisfaction, especially for women. After intercourse turning toward each 
other and sharing intimacy, touching, and playfulness is the essence of 
bonding afterplay. Afterplay reinforces attachment which is meaningful 
not only to the woman but to the man and the couple. The most common 
afterplay scenario is a kiss, hug, “I love you,” and then off to sleep. That is 
fine, but it can become stale and routine. It ceases having the bonding and 
attachment role which is crucial to individual and couple satisfaction. 
Rather than “one right” way to engage in afterplay, a better strategy is 
having a variety of afterplay scenarios and techniques. Afterplay can have a 
number of roles—feeling intimate, sharing playful feelings, reinforcing the 
attachment bond, celebrating vital sexuality, talking about individual and 
couple plans, soothing, stimulating, an activity like showering together, 
Surprising the partner, and turning toward each other if there was a 
dysfunctional sexual encounter. Just as there are a variety of bridges to 
sexual desire, there can be a variety of roles, meanings, and afterplay 
scenarios. Couples who develop variable, flexible afterplay scenarios 


experience higher levels of emotional and sexual satisfaction. Although 
warm, cuddly afterplay is the most common and is much superior to a 
routine afterplay, healthy couples find at times afterplay can be silly, other 
times seductive or erotic, sometimes a platform for a serious emotional 
discussion, other times to reinforce secure attachment. Satisfaction is more 
than afterplay, but couples who ignore or avoid afterplay cheat themselves 
of a valuable resource. 


EXERCISE 


PsyYCHOSEXUAL SKILL: ORGASMIC AND AFTERPLAY SCENARIOS 


Each couple can develop a unique style of sharing orgasm, as well as sharing afterplay. Just as 
there is no right orgasmic pattern, there is not a right afterplay scenario. It is important to 
develop your own style of orgasm and afterplay, share it with your partner, be accepting rather 
than competitive, and enjoy each other’s orgasmic scenarios and afterplay scenarios. 


In this exercise, we suggest that the man share with his partner how he experiences and 
feels about his orgasmic pattern. He makes at least one request to try something new to 
enhance orgasmic pleasure. The woman then takes her turn to share how she experiences and 
feels about her orgasmic pattern and makes at least one request to enhance orgasmic pleasure. 
It is important to discuss your personal history and feelings about orgasmic discoveries and 
learnings. As a culture we go from one sexual extreme to another. 


For women, the original extreme was silence and ignorance about female orgasm. 
The new extreme is to set competitive, performance-oriented orgasm goals. The search is 
for the perfect orgasm-being orgasmic each time, being multi-orgasmic, orgasm as the ultimate 
spiritual experience, the “G-spot” orgasm. How has this affected you as a woman and a 
couple? Identify your preferred orgasmic response pattern(s) and share it with your partner. He 
accepts your orgasm voice rather than trying to change it to meet some performance myth. You 
are responsible for your orgasm, not him. During sexual encounters, transition from sensual 
pleasure to erotic stimulation when you feel receptive and responsive rather than trying to 
move at your partner’s pace. Allow yourself to be “selfish” and take in pleasure. As your 
subjective arousal builds toward 7 or 8, you can choose whether to stay with erotic flow using 
manual, oral, or rubbing stimulation to orgasm, or to transition to intercourse. Either way, feel 
free to use your preferred techniques to enhance erotic flow. These can include multiple 
stimulation, loving or erotic talk, erotic fantasies, and “orgasm triggers.” Do you prefer a 
predictable or variable orgasmic pattern(s)? Enjoy orgasm for yourself. Share orgasm with 
your partner. 


Together, talk about afterplay experiences. How satisfied are you with your afterplay 
scenarios—do they enhance bonding and satisfaction? We suggest each partner make at least 
one request to play out a new afterplay scenario or technique. You could experiment with a 
cuddly position, share romantic or erotic memories, savor the moment non-verbally, play a 
silly touching game, share a glass of wine and a treat, take a shower and wash each other, go 
for a walk or run, read aloud from your favorite book of poetry. Afterplay is a positive, integral 
component of your couple sexual style. 


Afterplay is an ideal milieu to share and enhance couple sexual satisfaction. Sexuality is a 
team sport. Whether the sexual experience was spectacular, exceptional, very good, good, 
okay, mediocre, or dissatisfying he can turn toward his partner and share intimate feelings 
rather than be judgmental or avoidant. Afterplay allows the couple to share good and bad times 
sexually. It reinforces being an intimate sexual team. 


Goop Enoucu Sex (GES) 


In R-rated movies and porn videos sex is always perfect. In R-rated movies 
both partners are highly desirous without needing any touching, both are 
Swept away by arousal and orgasm, the sex is spectacular. Porn emphasizes 
perfect male sex performance and women swept away with eroticism—the 
crazier she is the more erotic she is. Perfect sex is a fantasy-driven myth. 

The reality of couple sex is that sexuality is variable, flexible, with a 
range of roles, meanings, and outcomes. The most important message of 
GES is that sexuality is a couple experience of sharing pleasure, not an 
individual sex performance with orgasm the pass-fail test. GES promotes a 
positive, realistic couple approach to sexuality, especially sexual 
satisfaction. Although couples and clinicians applaud mutual, synchronous 
sexual experiences that is not the norm even for happily married, sexually 
functional couples. The great majority of sexual experiences are positive, 
but it’s the norm that 5 to 15 percent are dissatisfying or dysfunctional. If 
satisfaction is contingent on perfect sex or mutual, synchronous sex, the 
outcome will be lower sexual frequency. GES is not “settling” or accepting 
mediocre sex. GES is about celebrating exceptional sex, relishing good sex, 
enjoying okay or run of the mill sex, accepting mediocre or dissatisfying 
sex, and addressing and changing dysfunctional sex. GES accepts the 
inherent variability and flexibility of couple sexuality including a range of 
roles, meanings, and outcomes. GES affirms healthy couple sexuality with 
all of its complexity. Perhaps the most important dimension of the GES 
approach is to affirm that sexuality is an intimate sexual team 
experience. Even when sex is dissatisfying or dysfunctional, he does not 
turn on his partner and blame or shame her. Instead, he turns toward her. 
They have a sexual date in the next 1-4 days to reaffirm couple sexuality is 
an intimate team experience. 

GES is more easily accepted by women than men. Variable, flexible 
sexual experiences are congruent with female sexual socialization. The 


woman has experienced the importance of relational and contextual factors 
so has a more realistic view of couple sexuality. Young males learn that sex 
is totally predictable, in his control, and most important that male sexual 
response is autonomous. This means he can experience desire, erection, and 
orgasm and need nothing from his partner. The great majority of women 
learn sexuality as an intimate, interactive experience rather than an 
autonomous one. For the great majority of married/partnered clients, 
especially after age 40, the variable, flexible, interactive approach to couple 
sexuality is a better fit than the autonomous approach. Very few men 
experience autonomous sexual response after age 50. As couples age and 
mature, GES becomes an even better fit. 

The challenge is to accept GES as healthy male and couple sexuality 
(Metz & McCarthy, 2012). Males are intimidated by peer pressure which 
defines “first class” male sex as totally predictable erection, intercourse, 
and orgasm. Males are afraid of being labeled “wimps” or “not man 
enough” if they accept GES. Male peers joke and one-up each other about 
sex. For example, over 80 percent of men fear their penis is smaller than 
average. This makes no Statistical or rational sense, but illustrates the 
pressure of the male performance myth. Not just accepting, but 
embracing GES is the “wise” choice. In Barry’s clinical practice, he says 
to the client, “You can be a traditional man who tries to be a perfect sex 
performer. Traditional men stop being sexual in their 50’s or 60’s. Or you 
can be a wise man who embraces GES. Wise men are sexual in their 60’s, 
70’s, and 80’s.” 

The advantages of GES are especially notable after age 60, but are 
evident throughout adulthood. His penis is human, not a perfect 
performance tool. Male sexuality is influenced by a number of 
psychological, biological, and social factors. Demanding the man and his 
penis always be “on” and perfect is self-defeating. Variable, flexible 
sexuality is superior to totally predictable sex. It is hard for the man to make 
the transition to GES on his own; he needs the support of his intimate 
partner. Embracing GES is an excellent example of the positive influence 
process inherent in being an intimate sexual team. The earlier the couple 
makes the transition to GES the better, but men do not do so until they need 
to—whether at age 40 or 65. It is the men who refuse to adopt GES who 
cause a non-sexual marriage. The major reason for a non-sexual marriage is 
that the man has lost confidence in erection, intercourse, and orgasm. He 


feels frustrated, embarrassed, and eventually avoids all sexual touch. The 
decision to stop being sexual is made unilaterally and conveyed non- 
verbally. This is a self-defeating decision for the man, woman, and couple. 


ASSESSING AND TREATING ERECTILE DYSFUNCTION 


Erectile dysfunction (ED) is the major cause of male sexual avoidance and 
a non-sexual marriage. Most men begin their sexual lives as autonomous 
sex performers (totally predictable erections, intercourse, and orgasm 
needing nothing from the partner). The promise of the bio-medical 
approach using pro-erection medications, penile injections, or hormonal 
enhancement is the man will return to totally predictable, autonomous 
erectile function. 

The reason ED is placed in the chapter on sexual satisfaction is that it 
is a prime example of the psychobiosocial model and the importance of 
positive, realistic GES expectations. Medical interventions can be a positive 
resource for the man and couple, but not as a stand-alone intervention 
(Rosen, Miner, & Wincze, 2014). The keys are integrating the medical 
intervention into the couple sexual style of intimacy, pleasuring, and 
eroticism as well as embracing the GES approach. For many men and 
couples, daily low dose Cialis promotes erectile function and is easier to 
integrate into couple sexuality, but does not result in totally predictable 
erections. 


GUIDELINES 


AROUSAL AND ERECTION 


1) By age forty, 90 percent of males have experienced at least one erectile failure 
(not being able to attain or maintain an erection sufficient for intercourse). This is a 
normal occurrence, not a sign of erectile dysfunction (ED). 


2) The majority of erectile problems (especially for men under 50) are caused by 
psychological or relational factors, not medical or physiological problems. To 
comprehensively evaluate medical factors, including side effects of medications, 
consult your internist or a urologist with training in erectile function and dysfunction. 


3) ED can be caused by a wide variety of factors including alcohol abuse, anxiety, 
depression, vascular or neurological deficits, distraction, diabetes, side effects of 
medication, frustration, hormonal deficiency, fatigue, not feeling sexual at that time 
or with that partner. As men age, their hormonal, vascular, and neurological systems 


become less efficient, making psychological, relational, and psychosexual skill 
factors more important. 


4) Medical interventions, especially the oral medications—Viagra and Cialis—can be 
a valuable resource for facilitating erectile function, but are not a magic pill. You 
need to integrate the pro-erection medication (or other medical interventions) into 
your couple style of intimacy, pleasuring, and eroticism. 


5) Do not believe the myth of the male machine, ready to have intercourse at any time, 
with any woman, in any situation. You are not a performance machine. You and your 
penis are human. 


6) View the erectile difficulty as a situational problem. Do not overreact and label 
yourself “impotent” or put yourself down as a “failure.” 


7) A pervasive myth is that loss of your initial erection means you are sexually 
uninterested or turned off. It is a natural physiological process for erections to wax 
and wane during prolonged pleasuring. Almost all men prefer to transition to 
intercourse on their first erection, but do not make this a performance demand. 


8) In a 45-minute pleasuring session, your erection might wax and wane two to five 
times. Subsequent erections, intercourse, and orgasm are quite satisfying. 


9) You do not need an erect penis to satisfy a woman. Female orgasm can be achieved 
through manual, oral, or rubbing stimulation. If you have difficulty getting or 
maintaining an erection, do not stop the sexual experience. She finds it arousing to 
have your fingers, tongue, or penis (erect or flaccid) used for stimulation. 


10) Actively involve yourself in giving and receiving pleasurable and erotic touching. 
Erection is a natural result of pleasure, subjective arousal, and eroticism. 


11) You cannot will or force an erection. Do not be a “passive spectator” who is 
distracted by the state of your penis. Anticipatory anxiety and performance anxiety 
impact ED. Sex is not a spectator sport, it requires active involvement. 


12) Allow your partner to initiate intercourse and guide your penis into her vagina. 
This reduces performance pressure and, since she is the expert on her vagina, is a 
sexually inviting procedure. 


13) Feel comfortable saying, “I want sex to be pleasurable and playful. When I feel 
pressure to perform, I get uptight and sex is not good. We can make sexuality special 
by taking a comfortable pace, enjoying playing and pleasuring, feeling erotic and 
turned-on, and being an intimate sexual team.” 


14) Erectile problems do not affect the ability to ejaculate. You can ejaculate with a 
flaccid penis; most men can relearn ejaculation to the cue of an erect penis. 


15) One way to regain confidence is through masturbation. During masturbation you 
can practice gaining and losing erections, relearn ejaculation with a firm erection, and 
focus on stimulation which is transferable to partner sex. 


16) Do not try to use a waking erection for quick intercourse. This erection is 
associated with Rapid Eye Movement (REM) sleep and results from dreaming and 
being close to your partner. Morning is a good time to be sexual, but many men try 
vainly to have intercourse with their morning erection before losing it. Remember, 
arousal and erections are regainable. When sleeping, you have an erection every 
90 minutes—three to five erections a night. Sex is a natural physiological function. 
Do not block it by anticipatory anxiety, performance anxiety, distraction, or putting 
yourself down. Give yourself (and your partner) permission to enjoy the pleasures of 
sexuality. 


17) Make clear, direct, assertive requests (not demands) for stimulation you find 
pleasurable and erotic. Verbally and nonverbally guide your partner on how to 
pleasure and arouse you. 


18) Stimulating a flaccid penis is counterproductive. You become distracted and 
obsess about the state of your penis. Engage in sensuous, playful touching. Enjoy 
giving and receiving stimulation rather than trying to “will an erection.” 


19) Attitudes and self-thoughts affect arousal. The focus is “sex and pleasure” not “sex 
and performance.” 


20) Realistically, 85 percent of encounters will flow to intercourse. When that does not 
happen, you can transition (without panicking or apologizing) to an erotic, non- 
intercourse scenario or a cuddly, sensual scenario. 


21) A sexual experience is best measured by pleasure and satisfaction, not whether 
you had an erection, how hard it was, or whether she was orgasmic. Some sexual 
experiences will be great for both, some better for one than the other, some mediocre, 
and others dissatisfying or dysfunctional. Do not put your sexual self-esteem on the 
line at each experience. The “Good Enough Sex” (GES) model of male and couple 
sexuality is much healthier than the individual perfect intercourse performance 
criterion. 


Erectile function and sexual satisfaction is increased by emphasizing 
the GES approach. GES recognizes the positive roles and meanings of 
broad-based sexuality- sexuality is much more than intercourse. Sexuality is 
a team sport, value sensual, playful, erotic, and intercourse touch. GES 
motivates and empowers the man and couple. 


GUIDELINES 


Dimensions oF Goop ENouGH Sex (GES) 


1) Sex is a positive dimension in life, an invaluable part of individual and couple 
comfort, intimacy, desire, pleasure, eroticism, and satisfaction. 

2) Relationship and sexual satisfaction are the ultimate focus and are essentially 
intertwined. You are an “intimate sexual team.” 

3) Realistic psychological, biological, and relational expectations are essential for sexual 
satisfaction. 

4) Good physical health and healthy behavioral habits are vital for sexual health. Value 
your sexual body and your partner’s sexual body. 

5) Relaxation is the foundation for sexual pleasure and response. 

6) Desire and satisfaction are more important than arousal and orgasm. 


7) Valuing variable, flexible couple sexual experiences (the “85 percent approach”) and 
abandoning the “need” for perfect individual sex performance inoculates you against 
sexual dysfunction by reducing performance pressure, fear of failure, and partner 
rejection. 


8) The five purposes for sex (pleasure, intimacy, tension reduction, self-esteem, 
reproduction) are integrated into your sexual relationship. 


9) Integrate and flexibly use the three sexual arousal styles (partner interaction, self- 
entrancement, role enactment). 


10) Gender differences are respectfully valued and similarities mutually accepted. 


11) Sex is integrated into real life and real life is integrated into sex. Sexuality is 
developing, growing, and evolving throughout your life. 


12) Sexuality is personalized; sex can be playful, energizing, spiritual, special. 


It is crucial to confront the myth that GES is “second-class sex” or 
“settling.” Theoretically, clinically, and personally the therapist affirms that 
GES is a wise choice for the man, woman, and couple. GES motivates and 
empowers the couple. 


Goop ENouGH CoupLeE SEX Is GREAT SEX 


Many people when they first hear the suggestion to practice GES think 
we’re encouraging acceptance of mediocre or second-rate, bland, take- 
what-youcan-get, boring sex. To the contrary, the GES model serves as the 
development principles for satisfying sex without hype. It serves as a 
blueprint for genuine, pleasurable, realistic, playful, intimate, erotic, 
flexible, and satisfying sex. 


GUIDELINES 


How ts Goop ENouGH SEX GREAT SEX? 


1) You feel more self-assured and proud of yourself as a sexual person because the 
GES model is based on positive, realistic expectations. 

2) You gain a sense of self and partner acceptance because you view sex in realistic 
terms, seeing sex as a part of unfeigned life and an honest relationship. 

3) You accept yourself and your partner as authentic persons, not mythic figures. 

4) You understand and view sex as a normal part of life, not hype with its pressure to 
be someone you are not or pressure to sexually perform in ways that don’t fit your 
body and genuine self. 

5) You accept variable sex with its passionate and “wild” times, special and intimate 
times, as well as accept mediocre and dysfunctional times without panic because you 
find flexible ways of making love. 

6) You feel confident about sex because you understand there are multiple reasons 
for having sex and multiple ways of being sexual. You can be flexible because you 


are an intimate team and have options and choices for pleasuring each other. 


7) You feel anxiety-free because your focus as a couple is mutual pleasure, not the 
Hollywood movie pressure of perfect performance. 


8) You feel comfortable with your partner because you cooperate as an intimate 
team. Together you are open to a variety of meanings in your sexual life-fun, 
pleasure, comfort, tension reduction, playfulness, consolation, spirituality. 
What makes GES great is emotional acceptance and relationship playfulness, cooperation, 
intimacy, pleasure, and eroticism. It is a case where reality really is better than fantasy. 


Sexual satisfaction cannot be taken for granted nor treated with benign 
neglect. Whether they have been a couple for two years or 40 years they 
need to put time, energy, and creativity to keep 
desire/pleasure/eroticism/satisfaction vibrant. 


GUIDELINES 
10 GrowTH GOALS FoR GES 


Commit to pursuing the following 10 lifelong sexual quality goals: 


1) Value sex as a good element in your life—part of your individual and couple 
comfort, intimacy, pleasure, and confidence. 


2) Commit to ensuring that sex is satisfying at every age and every stage in your 
life. Sexuality develops, grows, and evolves throughout life. 


3) Ground your sexual satisfaction on realistic, age-appropriate sexual 
expectations. Accurate knowledge about sexual physiology, psychology, and 
relationship health are crucial for sexual satisfaction. 


4) Remember that sexuality is inherently relational. You want to grow as an intimate 
team. Create your couple sexual style—Complementary, Traditional, Best Friend, or 
Emotionally Expressive. Sexual health and satisfaction are directly influenced by the 
quality of relationship identity and conflict resolution. These are core for emotional 
and sexual intimacy. 


5) Value each other’s sexual body and practice good physical and psychological 
health which is vital for sexual health. Celebrate with your bodies. 


6) Accept that there is no right or wrong way to be sexual. Respect, value, and 
integrate your individual and gender differences. Cooperate for sexual satisfaction. 


7) Value sensual touch and its pleasurable feelings, as well as intercourse and 
orgasm. Satisfied couples keep in mind that relaxation is the foundation for sensual 
pleasure and sexual function. 


8) Understand that sexual and relationship quality varies. Abandon the “need” for 
perfect performance and instead value variable, flexible sexual experiences. Integrate 
the five basic reasons for sex, utilize the three sexual arousal styles, and develop 
flexible alternatives to intercourse. 


9) Integrate real life into sex and sex into your real life to create and nurture your 
distinctively personalized, unique sexual relationship. 


10) Personalize sex and celebrate passion. Sex can be playful, spiritual, special. 
Playfulness facilitates sexuality-healthy sexuality is characterized by acceptance, 
trust, pleasure, and vitality. 


Satisfying sexuality is like sexual desire—multi-causal, 
multidimensional, and can and will change over time. A secure bond is not 
a stagnant, dull relationship. An insightful joke: The wise man tells his son 
that he’s had four marriages. The son is afraid his father is developing 
dementia, because he knows his parents have a 40-year marriage. The father 
says over those 40 years, he and his wife have undergone major changes 
and growth which is as it should be. Psychologically, relationally, and 
sexually people change over time, they do not stagnate. A healthy marriage 
meets needs for intimacy and security better than any other relationship. A 
healthy marriage promotes individual growth and maturity. The role of 
sexuality is to bond and energize the couple as they go through good and 
bad times. 

The theme of satisfying sex is that sexuality is much more than 
arousal, intercourse, and orgasm. Sexuality is certainly different in the 20’s 
than in the 70’s, but feeling desire and desirable has value at all ages. This 
is especially important in dealing with illness and disability. A crucial factor 
is accepting the “new normal” after breast or prostate cancer, loss of a limb 
or impairment after a stroke, dealing with diabetes or multiple sclerosis. 
They remain a touching and sexual couple. Illness and disability alter body 
image and sexual function, but it doesn’t control individual and couple 
sexuality. The more pro-sexual and knowledgeable the person and couple, 
the more they continue to value broad-based sexuality. The more they 
accept desire/pleasure/eroticism/satisfaction, the more resilient their 
sexual relationship. 


GUIDELINES 
CRUCIAL POINTS FoR SATISFYING SEXUALITY 


Sexual satisfaction involves how you think about sex, how you feel 
about your body and lovemaking, and the quality of your intimate 
relationship: 


1) Sex is important at any age. Don’t let yourself think otherwise. You are a sexual 
person, capable of satisfying sex until you die. Biologically, anything which benefits 
your physical body benefits your sexual body. The good news is that illness does not 
stop you from being sexual, although it does alter sexual response. You can enjoy sex 
into your 60’s, 70’s, and 80’s. Being healthy—especially following good sleep 
patterns, exercising regularly, and eating well—promotes sexual health. 


2) A common feature of couples who have a strong, vibrant, and pleasurable sex 
life is that they maintain a “regular” sexual connection. This means a steady 
pattern of sex regardless of what barriers may arise. Research verifies the value of 
regularity, whether three times a week or three times a month. When you embrace 
your couple sexual style, good things happen. 


3) Satisfaction with your sexual life is grounded in accurate knowledge—realistic 
physical, psychological, and relationship expectations. Unrealistic expectations 
precipitate frustration, distress, and a sense of failure. 

4) A very valuable guideline is to define sexuality as mutual pleasure rather than 
intercourse. Too many couples fall into the pattern of “intercourse or nothing.” 
Defining sex as intercourse is an extremely risky, self-defeating approach because 
you ignore the all-important mind-body element of sexuality. 


5) Appreciate the importance of promoting desire as the core component in healthy 
sexuality. Biological factors (with the exception of hormonal disorders) seldom 
directly affect desire. What does affect desire is illness, medication side-effects, sex 
dysfunction, fatigue, and unresolved couple conflict. These increase anticipatory 
anxiety, performance anxiety, self-consciousness, and resentment, which interfere 
with positive anticipation- the core element in sexual desire. 


6) Psychosexual skills refer to comfort and skill with scenarios and techniques to 
build sexual anticipation and receptivity. These include playfulness, relaxation, 
pleasuring, erotic scenarios, cooperative intercourse, and comfort with afterplay 
scenarios that enhance sexual satisfaction. Explore the three basic styles of sexual 
arousal and their importance for lifelong sexual function and satisfaction. 


7) Adopt the new mantra of quality couple sexuality: 
desire/pleasure/eroticism/satisfaction. 


REALISTIC EXPECTATIONS 


Expectations are an important dimension for individuals and couples in 
health and mental health. Often, people have magical, unrealistic 
expectations. This is especially true of sexual expectations. The romantic 
love/passionate sex/idealization of R-rated movies and what many couples 
experience at the beginning of a sexual relationship is not a realistic 
expectation. In a married/partnered relationship of two years or longer, they 
need to transition to a couple sexual style which promotes strong, resilient 
sexual desire. The romantic love/passionate sex/idealization phase is very 
important and valuable. It gives the person the impetus and courage to 


become involved in an intimate partner relationship. However, by its nature 
this is a fragile, time-limited phenomenon, usually lasting between 6 
months-2 years. For most couples, this has dissipated even before marriage. 

The challenge for couples, married or partnered, straight or gay, is to 
develop a couple sexual style which promotes 
desire/pleasure/eroticism/satisfaction. Positive, realistic sexual expectations 
are key to this process. GES is the prime example of positive, realistic 
sexual expectations. 

Sexual expectations can be positive for the person and couple. 
Sexuality is not the most important factor in life or a relationship, but 
healthy sexuality has an integral 15-20 percent role. Sexuality is personally 
affirming, reinforces feelings of desire and desirability, and energizes the 
couple bond. The paradox is that dysfunctional, conflictual, or avoidant 
sexuality has an inordinately powerful negative role. Satisfaction with 
sexuality which is energizing and bonding provides a special dimension for 
the client’s life and relationship. 

Realistic is just as important as positive. Young couples and the 
media err on the romantic/passionate/idealized side. Just as self-defeating, 
older couples and the media have low expectations of marital sex. The 
expectation is with age and time sexuality loses its vibrancy. When they 
develop a couple sexual style which affirms each person’s sexual voice and 
allows them to be an intimate sexual team who integrate intimacy and 
eroticism then sexuality can have a number of roles, meanings, and 
outcomes. Realistic is not settling for mediocre sex. Realistic is affirming 
the value of sexual connection which can range from highly satisfying to 
good to okay to mediocre or on occasion dysfunctional. 

The hoped for sexual outcome is a mutual, synchronous sexual 
experience where both partners feel equal 
desire/pleasure/eroticism/satisfaction. Positive, realistic expectations 
involve valuing mutual, synchronous couple sexuality, but realizing this is 
unlikely to occur even half the time. The majority of sexual encounters are 
positive, but not mutual and synchronous. This includes sexual encounters 
which were better for one partner than the other or met different needs. This 
is not only normal, but healthy. Asynchronous sexual experiences are 
positive as long as it’s not at the expense of the partner or relationship. It is 
normal for 5-15 percent of sexual experiences to be dissatisfying or 
dysfunctional. This provides strong support for variable, flexible GES 


couple sexuality rather than the perfect individual sex performance model. 
Being realistic includes accepting that sexuality has a number of roles, 
meanings, and outcomes. A key to sexual satisfaction is maintaining 
positive, realistic sexual expectations. 


ASSESSMENT AND TREATMENT OF SEXUAL PAIN 


Sexual pain is best understood, assessed, and treated as a pain disorder, not 
a sex dysfunction. Although pain-free intercourse is the ideal outcome, it is 
not a reasonable expectation for most women and couples. Using the pain 
management model, the positive, realistic goal is to enjoy the range of 
sexual experiences, including intercourse, and use all resources to 
successfully manage pain. Often, this will involve a team approach 
including a physician or nurse/practitioner with a specialty in pain, a couple 
sex therapist, and a female physical therapist with a specialty in pelvic 
musculature (Bergeron, Rosen, & Pukall, 2014). Sexual pain is a 
challenging field and illustrates the importance of the psychobiosocial 
model of assessment, treatment, and relapse prevention. 


GUIDELINES 


ENHANCING SEXUAL COMFORT AND REDUCING PAINFUL 
INTERCOURSE 


1) Occasional discomfort or pain during sex is a common experience for many 
women. However, chronic, uncontrollable pain is neither normal nor acceptable. 


2) Traditionally, when a gynecologist did a pelvic examination and found no 
specific medical cause for pain, it was diagnosed as a psychosomatic problem 
—“it’s all in your head.” In truth, sexual pain is in the vulva or vagina. Sexual pain 
is a psychobiosocial phenomenon with multiple causes, dimensions, and solutions. 


3) Consult a competent, caring gynecologist or nurse practitioner with a specialty 
in sexual pain. Learn if there is a medical intervention or change in health habits that 
could facilitate your efforts at pain management. 


4) In cases of chronic and severe pain, an interdisciplinary treatment team includes a 
couple sex therapist, a physician or nurse practitioner specializing in pain, and a 
female physical therapist with a specialty in pelvic floor musculature. 

5) It is important to understand the issue as a pain problem; not sex dysfunction. 
You can learn to manage sexual pain and build sexual comfort. You deserve to feel 
desire/pleasure/eroticism/satisfaction. 


6) Use of a sexual lubricant (water-based and hypoallergenic), which feels and 
smells good, is usually helpful. Use the lubricant preventively, as part of 
foreplay/pleasuring. Waiting until you feel pain is likely to create distress and reduce 
your enjoyment of the sexual experience. 


7) Learn and utilize relaxation and mindfulness techniques, both cognitive and 
physical. These exercises can help you relax your whole body, especially your pelvic 
muscles. 


8) Use of graduated sized vaginal dilators is a valuable technique for many women. 
Practice insertion under the supervision of a physical therapist. 


9) During sexual activity, it’s important that you feel comfortable and into erotic 
flow before transitioning to intercourse. Many women find when she guides his 
penis into her vagina this minimizes discomfort and increases her sense of control. 


10) During intercourse, identify and make use of the positions and types of thrusting 
that increase comfort and pleasure. 


11) In situations where you are not aroused or experience pain, suggest engaging in 
an alternative sensual or sexual scenario. This can involve erotic, non-intercourse 
sex (manual, oral, rubbing, vibrator stimulation); a cuddly, sensual encounter; or one- 
way sex where you pleasure your partner to orgasm and/or he pleasures you to 
orgasm. 


12) You have a right to veto sexual activity that is painful, but not to avoid sexual 
touching. Let your partner know that you value him and sensual and sexual touching, 
but that you feel anxiety about sexual pain. Avoidance increases anxiety and, over 
time, intensifies the problem of sexual pain. Instead, rebuild positive anticipation. 
Remember, you deserve sexual pleasure. 


13) Be aware of the sexual pain cycle: anticipatory anxiety, tense and painful 
intercourse, followed by avoidance. Keep your focus on the positive cycle of sexual 
anticipation, pleasure-oriented sexual encounters, and a regular rhythm of intimate 
sexual experiences. Develop a variable, flexible sexual repertoire which includes 
intercourse, but is not limited to intercourse. 


14) Some women who experience sexual pain create a dichotomy between 
intercourse and non-intercourse sex. They enjoy manual/oral/rubbing/vibrator 
sexual expression, but are afraid of intercourse and come to view it as strictly for the 
man’s pleasure rather than her own. You and your partner cooperate to make 
intercourse comfortable and pleasurable for both of you. 


15) You deserve to feel comfortable with your body, with intercourse, and with erotic 
scenarios and techniques. Use all your resources: relaxation, a lubricant, 
mindfulness, eroticism, transitioning to intercourse at high levels of erotic flow, and 
intercourse positions and types of thrusting which facilitate pleasurable intercourse. 


16) Your partner has an integral role in helping you manage pain and build sexual 
comfort. He is your intimate, erotic ally. Keep the focus on sharing pleasure, not 
pressure or performance. 


17) Your intimacy and sexual needs are as important as his. It is not healthy for you or 
the relationship to endure painful sex in an attempt to placate your partner. 


18) Remember, few women experience desire/pleasure/eroticism/satisfaction at each 
encounter. A healthy approach emphasizes Good Enough Sex (GES). With GES, 
approximately 85 percent of sexual experiences will be comfortable and enjoyable. A 


“perfect” performance goal of achieving 100 percent pain-free intercourse is self- 
defeating and subverts the change process. 


19) Healthy sex involves intimacy, non-demand pleasuring, erotic scenarios and 
techniques, and positive, realistic expectations. Accept and enjoy the flexibility, 
variability, and complexity of female and couple sexuality. 


CASE STUDY 


ToM AND Mary 


Tom and Mary were a traditional couple in every sense of that word. Theirs was a 33- 
year first marriage, they had raised four children, and were very involved with their three 
grandchildren and looking forward to more. They were active in the Methodist community and 
attended church almost every Sunday. Tom and Mary had a traditional life organization where 
Tom was the prime earner and Mary worked 28 hours a week as a nurse at the community 
hospital. They were politically and socially conservative. Even their names were traditional. 


Tom and Mary had a Traditional (conflict-minimizing) couple sexual style which was 
congruent with their marital style. Sexual initiation and intercourse was Tom’s domain and 
affection/intimacy was Mary’s domain. They felt their sex life was fine, predictable, and stable. 
In Mary’s nursing training, they studied sexual dysfunction. One of the suggested resources 
for the class was an old edition of Sexual Awareness. Mary recalls being glad that she and 
Tom had no need for complex psychosexual skill exercises. 


Mary was aware that with aging it took Tom longer to attain an erection, and he became 
anxious and rushed intercourse before she was receptive. Mary had no interest in couple 
counseling or sex therapy, but didn’t want sex to become a problem for Tom and them. 


In one of her nursing journals, she read a clinical article emphasizing the role of desire 
and satisfaction in couple sexuality. She found this quite helpful. She knew Tom had tried 
Cialis—he’d received free samples from his internist, but hadnt liked the side effects. 
Although they could try a different medication or dosing regimen, she didn’t think that would 
be the right fit for Tom. Instead, Mary suggested experimenting with a playful sexual scenario 
and placing a temporary prohibition on intercourse. Mary approached this as something Tom 
could do for her—a sexual gift. Tom agreed with Mary that there was no need to change their 
lovemaking, but was open to her idea of “spicing up” their Traditional couple style. The 
sexual experiment went much better than either of them imagined. For Mary, erotic play was a 
turn-on and highly valued. Her pleasure and erotic flow to orgasm was a turn-on for Tom, and 
he responded with increased subjective and objective arousal. They “cheated” and 
transitioned to a very satisfying intercourse. Mary realized that intercourse was more 
pleasurable when she was subjectively aroused and had already been orgasmic. Intercourse 
was better when Tom was not anxious and rushed. Both acknowledged that intimate, 
interactive sex was satisfying. Tom still valued predictable erections and intercourse, but 
realized that as a 55 year-old man he no longer had autonomous erections. He wanted and 
needed Mary’s stimulation and her arousal fed his arousal. Most important, he felt better 
when the sexual experience was more involving. Variable, flexible sex made sense to Tom. 


He’d heard in church that aging sexuality was more genuine, human, and loving. All religions 
are pro-sex in marriage and that acknowledgement was important to both Tom and Mary. 


Mary found the fact that Tom needed her was highly validating. At 54, Mary felt she had 
finally found her erotic/sexual voice. She did not want to change their Traditional couple 
sexual style, but did enjoy sex being more interactive and flexible. Mary welcomed Tom’s 
openness to her stimulation. She liked the give-and-take of pleasuring more than traditional 
“foreplay.” Although they did not overly analyze, she realized that Tom was “piggy-backing” 
his arousal on hers. Mary still emphasized intimacy and affection, but found pleasuring, 
playful touch, and erotic feelings increased her sexual desire and satisfaction. 


When Tom saw the TV ads for Viagra and Cialis, he felt good that Mary being involved 
and responsive was better for him than a pill, although he realized in the next 10-20 years he 
could use pro-erection medications as an additional resource. Tom was a traditional man, but 
that didnt mean he couldnt be a “wise” man. The biggest challenge for Tom was the 
occasions when sex did not flow to intercourse. He was grateful when Mary said “tonight’s 
not going to be an intercourse night, let me play with you.” Tom learned to appreciate being 
pleasured to orgasm. He felt more satisfied when Mary was aroused and orgasmic, but could 
enjoy the self-entrancement experience of letting go and enjoying orgasm without mutuality or 
intercourse. Although they experimented with oral stimulation, both were more comfortable 
with giving and receiving manual stimulation. 


Of the couple sexual styles, Traditional couples are most accepting of becoming non- 
sexual, especially when they continue to value their secure bond and share affectionate touch. 
For Tom and Mary, the fact that sexual satisfaction increased with aging was special. Sex with 
less predictable erectile function is a challenge, but Tom and Mary value being an intimate 
sexual team, including their Traditional couple sexual style. 


THE DIFFERENCE BETWEEN SEXUAL FUNCTION AND SEXUAL 
SATISFACTION 


Sexual function is very important. Sexual function involves arousal, 
intercourse, and orgasm. Whether 25 or 75, straight or gay, married or 
single, sexual function is of great value to the individual and couple. 
However, sexual satisfaction is more important, especially for relational 
happiness and security. Sexual satisfaction is not contingent on sexual 
function, although functional sex certainly adds to sexual satisfaction. Both 
women and men can enjoy sexual desire even if intercourse and orgasm is 
not part of the scenario. As we say throughout this book, desire is the most 
important sexual dimension. Satisfaction is the second most important 
dimension. The individual affirming the importance of intimacy, touch, 
pleasure, and the couple feeling like an intimate team and bonded after 
a sexual experience (including encounters that are dissatisfying or 


dysfunctional) is important. They turn toward each other rather than 
apologizing or avoiding. Satisfaction is a concept which includes a range of 
experiences and outcomes, not just positive ones. Satisfaction affirms 
pleasure, eroticism, intercourse, and orgasm, but is not contingent on 
perfect sex performance or even sexual function. Satisfaction involves 
acceptance, mindfulness, and valuing being an intimate sexual team. 


Key CLINICAL POINTS 


Satisfaction is the most ignored dimension of the desire/pleasure/eroticism/satisfaction mantra. 
Yet, satisfaction is the second most important dimension for relational happiness and security. 
Satisfaction is much more than sexual function and orgasm. Satisfaction involves sexual self-esteem 
and sexual acceptance. Its role is to bond and energize the relationship. 


The two core factors are accepting the Good Enough Sex (GES) approach to sharing 
pleasure and to recognize the range of roles, meanings, and outcomes in couple sexuality. This 
is in contrast to the traditional individual sex performance criterion of perfect intercourse and 
orgasm. GES affirms variable, flexible couple sexuality and is accepting of sexual outcomes from 
spectacular to dysfunctional. The key is turning toward the partner and affirming being an intimate 
sexual team. 


Positive, realistic sexual expectations are key to maintaining satisfaction. Understand the 
importance of transitioning from the romantic love/passionate sex/idealization phase to developing a 
couple sexual style which promotes desire/pleasure/eroticism/satisfaction. Although mutual, 
synchronous sexual experiences are highly valued, it is crucial to realize that most sexual 
experiences are asynchronous (better for one partner than the other). This is normal and healthy 
as long as sex is not at the expense of the partner or relationship. Be aware that among happily 
married, sexually functional couples 5-15 percent of sexual experiences are dissatisfying or 
dysfunctional. Accepting the variability and flexibility of sexuality and turning toward the partner 
rather than apologizing or avoiding is integral for positive, realistic sexual expectations. Real life 
couple sexuality is variable and flexible with a range of roles, meanings, and outcomes. 


Chapter 8 
Therapy with Gay Individuals and 
Couples 


The traditional belief was that a good clinician could work with any type of 
client and any client problem. Professionally, the clinician was value-free. 

This belief was never empirically true. The best example was therapy 
involving sexual orientation/sex identity issues. In much of mental health, 
being gay was viewed as inferior at best and a symptom of pathology at 
worst. In the past 20 years, both gay and straight clinicians challenged the 
pathologizing of gay clients. 

The mental health community and the culture have dramatically 
changed in their acceptance of gay people. Neither the American 
Psychological Association nor the American Psychiatric Association list 
gay sexual orientation as a form of pathology. More importantly, there is a 
commitment to facilitate the psychological, relational, and sexual well- 
being of gay individuals and couples (Bigner & Wetchler, 2012). 

In sex therapy with gay clients, the clinician must ask himself 
whether he is interested in the area of gay sexuality, is he competent to 
therapeutically help gay individuals and couples, and is working with 
gay clients congruent with his professional and personal values. When 
dealing with sexuality and relationships, the clinician cannot claim to be 
value-free. By its nature sexuality and relationships involve values. 
Whether the clinician is straight or gay, he or she needs to adopt a pro-gay 
approach. If that is not possible, he makes a referral to a pro-gay clinician, 
telling the client they will be in “good hands” with that clinician. This is not 
a cop-out, but an ethical approach demonstrating good clinical judgment. 
This is true for gay individual clients, gay couples, and atypical arousal 
(“kinky”) individuals and couples. The client deserves respect and empathy; 


to be treated by a clinician dedicated to their thriving psychologically, 
relationally, and sexually. 


Core ISSUES IN SEXUAL ORIENTATION 


Sexual orientation (homosexual, heterosexual, bisexual, or asexual) is a 
core component of the individual and how she organizes her psychological, 
relational, and sexual life. The chief understanding is that sexual orientation 
involves an intimate and erotic commitment. It is about health—not 
pathology. A major researcher in the field of sexual orientation (Diamond, 
2008) has made a clear distinction which recognizes the complexity and 
individual differences in regard to male gay and female lesbian sexual 
orientation. For the great majority of gay males, sexual orientation is “hard- 
wired,” governed primarily by biological/physiological factors. For lesbian 
women, sexual orientation is more fluid and complex in terms of causal 
factors. For both male and female clients sexual orientation is integral to the 
person’s well-being. The clinical challenge is to help the client be healthy 
and successful as a gay person psychologically, relationally, and sexually. 
Rather than trying to be “politically correct,” the clinician needs to ask 
herself if the client or couple will be in good hands if they see her or would 
be in better hands seeing a different clinician. 

There are very different challenges for gay, lesbian, bisexual, and 
asexual clients. The clinician needs to be empathic and respectful, but 
confront unhealthy attitudes, behaviors, and emotions. Using the 
integration of intimacy and eroticism model of sexual orientation, the best 
estimate is that three to six percent of males are gay, one and a half to two 
percent of women lesbian, one to one and a half percent of people are 
bisexual, and less than one percent are asexual. It is very important to note 
that these are not totally distinct categories. For example, the fact that males 
and females have had sexual experiences with the same gender does not 
mean they are bisexual. The ability to be sexual with both genders, whether 
occasionally or regularly, is not the definition of bisexuality. The issue is 
not sexual fantasies or orgasmic experiences, rather the integration of 
intimacy and eroticism (the best measure of sexual orientation). Bisexual 
orientation involves a genuine sense of intimacy and eroticism with 
both males and females. Many heterosexuals are prejudiced against or 
afraid of gay people, partially because they’ve had thoughts, fantasies, or 


experiences of being sexual with someone of the same gender and obsess 
about whether that means they are gay or bisexual. This is a particular trap 
for males. Being anti-gay is not healthy for heterosexuals, gays, or the 
culture. At a minimum, acceptance is important. For the gay, lesbian, 
bisexual, or asexual client the therapeutic focus is to be able to embrace 
sexual identity as optimal for him and to live his life psychologically, 
relationally, and sexually in the most satisfying way possible. 


IssuEs FoR Gay MEN AND COUPLES 


There has been a massive shift in the culture as well among gay people in 
the past two decades. The focus on equality and gay marriage has been 
embraced by the great majority of the mental health community. A classic 
book The Male Couple (McWirter & Matison, 1980) was a breakthrough at 
the time, but seems very dated now. Traditionally, the gay community has 
been pro-sexual, especially pro-erotic, but has not valued secure, 
monogamous relationships. Many gay men and couples now value a 
satisfying, secure, and sexual partnership/marriage. Others value a 
satisfying, sexual, but non-monogamous relationship. Still others value poly 
relationships as long as they are sexually safe in terms of HIV and STT’s. 
Sexually, one size never fits all whether gay, straight, or bisexual. What is 
particularly important clinically is not to make assumptions about the client 
or couple, but to carefully assess attitudes, behaviors, emotions, and values. 
The measure of psychological well-being is whether the person’s attitudes, 
behaviors, and emotions are congruent. This is especially important 
sexually and relationally. 

The clinician’s taking a gay positive stance is a core value. In 
addition the clinician explores and, if necessary, confronts issues which 
subvert healthy sexuality. The clinician reaffirms the goal of promoting 
psychological, relational, and sexual health so the client can live his life as a 
gay man. Too many clinicians become so concerned about being 
“politically correct” that they ignore or minimize emotional and sexual 
issues that need to be dealt with. It is respectful of the gay client/couple to 
help them confront psychological, relational, and sexual problems. 

The sad reality is that there are higher rates of alcoholism, intimate 
partner violence, sexual trauma, HIV and STI’s, unstable relationships, and 
suicide among gay males. Much of this is a result of cultural pressures and 


prejudice, some of it involving rejection by friends and family, some from 
guilt and shame about being gay, and some from lack of genuinely healthy 
relationships which bring out the best in the man. Too much of gay sexual 
socialization focuses on alcohol and drug use and trying to prove oneself 
sexually. The clinician focuses on promoting healthy gay sexuality (Kort, 
2012). 

In terms of sexual dysfunction, rates of ejaculatory inhibition and 
inhibited sexual desire (in the primary relationship) are higher for gay men, 
with rates of premature ejaculation lower. There are mixed data on erectile 
dysfunction. Interestingly, gay men are more likely to utilize pro-erection 
medications and penile injections than straight men. The performance myth 
in the gay community (reinforced by gay porn) is that the man is ready to 
have sex at any time and in any situation with perfect sex performance. This 
results in anticipatory and performance anxiety—he is intimidated by the 
performance demands and feels he’s not “good enough” sexually. 

In assessing and treating sexual dysfunction the clinician needs to 
conduct a comprehensive psychobiosocial assessment with both partners. 
Psychologically, a crucial issue is his self-esteem as a gay man and the 
role of sex in his life. Does he believe that sexuality can have a positive, 
integral 15-20 percent role? Is sexuality associated with acceptance and 
psychological well-being or is it subverted by anxiety, guilt, or impulsivity? 
Does he feel desire and desirability or is there a contingent element to his 
sexuality? Is he a proud gay man or is he secretive, or even ashamed, about 
sexuality? 

Biologically, be sure to assess his general health, especially sexual 
health. Is he being treated for any illness and what are the side-effects of 
medications? In terms of behavioral health, what are his sleep, exercise, and 
eating patterns? Does he abuse alcohol or drugs? What is his HIV and STI 
status? Does he practice safe sex? 

Socially and relationally, is he involved in anonymous sex, casual sex, 
relational sex, or does he have an intimate life partner? Does he have 
positive, realistic expectations about partner sex? Does he view his partner 
as his intimate and erotic ally or someone to perform for? What was his best 
sexual experience in terms of desire/pleasure/eroticism/satisfaction? What 
was his most negative, confusing, guilt-inducing, or traumatic sexual 
experience? What are his psychological, relational, and sexual goals? What 
would facilitate increased sexual acceptance and satisfaction? 


Traditionally, gay men have overemphasized eroticism and 
ignored or underplayed intimacy and pleasuring. Is his (their) goal to 
integrate intimacy, pleasuring, and eroticism? Many gay men associate 
sexuality with being in an altered state (alcohol or drugs). Is that his sexual 
socialization? Is he comfortable and functional being sexual in a sober 
state? Does his preferred sexual scenario involve partner interaction 
arousal, self-entrancement arousal, or role enactment arousal? Many gay 
couples use role enactment arousal—whether videos or acting out an erotic 
fantasy. Is he satisfied with his sexual repertoire or does he want change? 
Does he prefer a traditional couple sexual scenario or an alternative such as 
triadic sex? Is the focus of erotic sexuality manual stimulation, oral 
stimulation, rubbing stimulation, or anal stimulation? 

A sensitive issue many clinicians avoid exploring involves the active 
and passive roles in anal intercourse. The number of gay men who prefer 
being penetrated far exceeds those who prefer being active in anal 
intercourse. Pro-erection medications and penile injections can enhance an 
erection for anal intercourse. A prime health issue is the necessity to use 
condoms during anal intercourse. Unless both partners have tested HIV 
negative and there is a trusting monogamous relationship, condom use is 
required for healthy gay sexuality. 

Asynchronous sexual scenarios are more accepted in the gay 
community than among straight couples. The clinician can affirm 
asynchronous scenarios, but there must be a clear boundary that it is not at 
the expense of the partner or the relationship. Asynchronous scenarios can 
include use of self-stimulation, a scenario being highly erotic for one 
partner, greater use of self-entrancement scenarios, and acceptance of 
“selfish” eroticism. 

It is very important to ask if each partner is committed to a 
satisfying, secure, and sexual relationship. Traditionally, partner 
relationships have been vulnerable or they remain a couple but 
sexuality is minimized or absent. Without being judgmental, the clinician 
needs to carefully explore these issues. A common fear is the partner who 
experiences sexual dysfunction or struggles with low desire will cause the 
relationship to end. Negative motivation, especially fear, does not promote 
healthy sexuality. Sexual avoidance drains the relationship. When the 
couple turns toward each other as intimate and erotic allies to deal with the 
sexual problem, it can strengthen their bond. Healthy individual and couple 


sexuality can have a 15-20 percent positive role for gay couples just as it 
does for heterosexual couples. 


SPECIAL [SSUES WITH LESBIAN INDIVIDUALS AND COUPLES 


Lesbian couples are much more likely to choose a female sex therapist, 
whether she is lesbian or heterosexual. The author has almost no clinical 
experience with lesbian individuals or couples dealing with sex issues. 
Thus, concepts are heavily borrowed from the work of Diamond (2008) and 
Nichols (2014), prominent lesbian researchers and clinicians. The clinician 
needs to have a pro-lesbian value stance and provide high quality 
assessment and treatment with the goal of promoting psychological, 
relational, and sexual well-being. It is not enough to challenge derogatory 
terms such as “lesbian bed death syndrome.” The clinical focus is a one-two 
combination of promoting sexual intimacy, pleasuring, and eroticism in the 
woman’s life and relationship as well as challenging and changing the 
psychological, biological, and relational factors which subvert healthy 
sexuality. 

Although it is “politically correct” to say that gay men and women 
confront the same problems and challenges, this is not empirically true. 
Lesbian individuals and couples have different strengths and vulnerabilities. 
Major strengths include much lower rates of STI’s—especially low rates of 
HIV, normal rates of mental health and alcohol/drug abuse problems, lower 
rates of intimate partner violence, high rates of satisfying and secure 
relationships, less prejudice and harassment of lesbian individuals and 
couples, and a greater degree of interpersonal support from both gay and 
straight women (Herek & Garlets, 2007). Obviously, there are individual, 
couple, and cultural differences in these findings. 

It is important, especially clinically, to recognize the psychological, 
relational, and sexual vulnerabilities facing individual and couple 
clients. A major issue is that female sexual orientation is considerably more 
fluid than male sexual orientation or heterosexuality. It is important for the 
lesbian woman to affirm the integration of emotional intimacy and erotic 
sexuality. 

Relationally, the emphasis on a satisfying, secure life 
partnership/marriage is a strength. However, the vulnerability is settling for 
a mediocre or non-sexual relationship. The essence of a healthy life 


partnership/marriage is that it is a positive influence process. Being in this 
relationship brings out healthy parts of the person. A life 
partnership/marriage is a respectful, trusting commitment. It is not a 
statement about perfection, that there will be no changes, or becoming one 
person. In fact, genuine respect means loving and accepting her partner with 
her strengths and vulnerabilities. The relationship is open to growth and 
change. The couple understands that 30 percent of relational problems are 
resolvable, 50-60 percent modifiable, and accept and cope with the 10-20 
percent of unchangeable problems. In a healthy relationship, she maintains 
her own individuality/autonomy. She enjoys the security and attachment, 
but is not co-dependent. 

Lesbian sexuality is an issue hidden by absence of data and self- 
consciousness. In the desire/pleasure/eroticism/satisfaction mantra, 
lesbian desire and eroticism are vulnerable. In terms of relational and 
sexual style, lesbian couples often adopt a Best Friend (soul mate) relational 
and sexual style. Although this is usually the best relational style, it can be a 
problematic sexual style. A vulnerability of the Best Friend couple sexual 
style is the partners de-eroticize each other. In addition, there is so much 
emphasis on mutuality that the partners take few emotional or sexual risks 
so sexual frequency is low. Another major vulnerability is this couple 
sexual style makes it very difficult to recover from an extra-dyadic affair 
because the injured partner stays stuck, feeling betrayed by her best friend. 
When inhibited desire is a problem, a core intervention is to encourage the 
couple to adopt the Complementary couple sexual style. The 
Complementary sexual style allows each partner to maintain her own sexual 
voice while being an intimate sexual team. Most important, she integrates 
eroticism into her sexual voice. In reading, discussion, and especially 
implementing psychosexual skill exercises it is important to emphasize 
playful and erotic touch. Her sexual voice includes integrating her erotic 
voice. 

The four-session assessment approach is especially valuable for 
lesbian couples. Rather than assuming, the clinician asks, “Is your goal to 
have a satisfying, secure, sexual relationship?” Clinicians are surprised that 
this is not a universally shared goal. Sometimes one partner emphasizes 
security and dismisses sexuality. 

It’s important to understand what brought them to sex therapy at this 
time. Are both partners motivated or has one partner issued an ultimatum or 


is one coercing the other? Ask if desire/pleasure/eroticism/satisfaction has 
been a part of the relationship or whether one or more sexual dimensions 
have always been problematic. How important is sexuality and do they 
speak the same sexual language? What have they tried previously to address 
the sexuality problems? Was it helpful or harmful? If sexuality improved, 
what caused the relapse? What would change in their lives and relationship 
if sexuality were to have a positive 15-20 percent role? 

The individual psychological/relational/sexual history can be 
particularly valuable in exploring client self-esteem. What was the 
person’s best and worst sexual experience before becoming a couple? Since 
they’ve been a couple? When has sexuality been best in the relationship and 
when has it been most problematic? Is she comfortable with both intimacy 
and eroticism? It is particularly important to explore each partner’s 
preferred erotic scenario. Unfortunately, too many lesbian women are self- 
conscious, fearful, or ashamed about eroticism. 

As in any psychological/relational/sexual history the clinician is 
empathic and respectful, asks open-ended questions, and explores strengths 
and vulnerabilities, including sensitive and secret issues. The couple 
feedback session allows the clinician to help each partner create a new, 
comprehensive, genuine narrative about who she is as well as develop a 
comprehensive psychobiosocial treatment plan to address important issues 
and set clear, mutual goals. It is not unusual that therapy will need to 
address past issues (sexual trauma, personal humiliation), present issues 
(building sexual desire, strengthening erotic scenarios and techniques), 
biological issues (creating a healthier sleep pattern, modifying the anti- 
depressant medication protocol), and social issues (parenting the biological 
mother’s son, building social supports in the community). Quality sex 
therapy is comprehensive, not limited. The needs of the individual and 
couple are addressed, not minimized. 

Many lesbian clients have prior therapy experience. A common 
complaint is previous therapists have ignored or downplayed sexual 
concerns. It is particularly important to focus directly on desire and 
eroticism issues as well as validate that their couple sexual style might be 
different than their relational style. A common therapy outcome is to 
reaffirm the Best Friend relational style and adopt the Complementary 
couple sexual style. 


The psychosexual skill exercises for heterosexual couples can be 
easily modified for lesbian couples. This is especially true for the non- 
demand pleasuring and eroticism exercises. The clinician feels free to raise 
questions—whether to include penetrative sexuality in their repertoire, use 
of self-entrancement arousal or role enactment arousal, and the role and 
meaning of afterplay scenarios. 

Relapse prevention is important with all problems and all individuals, 
but is particularly important for lesbian couples dealing with desire or 
eroticism issues. If sexuality is to remain vibrant and energizing, sex cannot 
be treated with benign neglect. A valuable relapse prevention technique, 
especially for securely bonded couples, is that every six months or once a 
year, each partner initiates a “sexually selfish” scenario. This validates both 
eroticism and asynchronous sexuality. If the partner is not comfortable with 
that level of eroticism, have each initiate a playful sexual scenario which 
may or may not include orgasm. The message is that not all sex has to be 
mutual and serious. Although mutuality is good, the demand that each 
encounter be mutual can create a “tyranny of mutuality.” Sexuality can have 
different roles, meanings, and outcomes. The clinician reinforces variable, 
flexible GES. 


CASE STUDY 


DAN AND JOSEPH 


Gay couples fall into many of the same traps as straight couples. For example, they do 
not begin sex therapy when the problem is acute and they are highly motivated. When Dan 
and Joseph came to their first session they were demoralized and alienated. Dan was 
threatening to end their six-year relationship. They were stuck in sexual avoidance which 
negated being an intimate couple. They had had a formal marriage ceremony two years prior 
and were in the process of exploring adoption. Dan and Joseph had committed to a satisfying, 
secure, and sexual marriage, but for the previous 10 months had been a non-sexual couple. 


Thirty-four-year-old Dan masturbated to gay porn videos 25-30 times a month. Thirty- 
six- year-old Joseph only masturbated one or two times a month, but had “hook-up” oral sex 
as the receiving partner on a weekly basis. Both Dan and Joseph experienced sexual desire, 
but were unable to sexually engage with each other. Dan was vehement about feeling sexually 
rejected. He blamed all relational and sexual problems on Joseph. For his part, Joseph 
focused on patching-up their relationship so they might proceed with the adoption. Joseph 
was committed to the marriage and family, but was perplexed how what had been a 
functional, if unremarkable, sexual relationship had become non-existent. 


Joseph and Dan were not an easy couple to sit with. The blame-counter blame dynamic 
had become well entrenched over the previous months and was easily set off. Dan felt 
dismissed by Joseph, especially sexually, which resulted in his pursuing Joseph even harder. 
Joseph withdrew from the attack, but countered by saying “What sane man would want to 
have sex with a porcupine?” Power struggles are destructive for both partners and their 
relationship. The therapist labeled their interaction as a self-defeating power struggle which 
no one could win. 


In the individual psychological/relational/sexual histories a less angry, blaming narrative 
came out. Dan had a strong preference for being receptive during anal intercourse. Initially, 
Joseph was fine with this scenario, but then avoided anal sex and tried to interest Dan in 
giving and receiving oral stimulation. Unfortunately, receiving oral sex was much less erotic 
and satisfying for Dan. Dan blamed the sexual avoidance problem totally on Joseph, and 
couldnt understand why Joseph had chosen to have a non-sexual relationship. Dan was 
particularly upset that Joseph went outside the relationship to receive oral sex which Dan was 
more than willing to engage in. Dan saw himself as pro-sexual, and labeled Joseph as 
suffering from internalized homophobia. Although Dan was in favor of adopting two children, 
he was afraid of being trapped in a non-sexual marriage. Dan had little understanding or 
empathy for Joseph’s perspective. 


Joseph’s individual narrative was very different than Dan’s—it was as if Dan was 
speaking Greek and Joseph speaking German. Joseph’s family and religion were anti-gay and 
opposed to this marriage. Joseph was strongly committed to a satisfying, secure, sexual 
marriage and a successful four-person family. Joseph’s willingness to be active in anal 
intercourse, which was not particularly erotic for him, was a symbol of how much he loved 
and wanted to please Dan. Early in the relationship, they had jointly been tested for HIV as 
well as had an STI screen. This allowed Dan to be comfortable with Joseph having anal 
intercourse without a condom, an erotic scenario both preferred. However, Dan was not 
comfortable fellating Joseph after anal intercourse. The lack of erotic satisfaction plus worry 
about erectile firmness caused Joseph to eventually avoid anal intercourse. Once they were in 
the cycle of anticipatory anxiety, tense sex, and not feeling like intimate sexual allies, the 
frustration, blaming, and avoidance cycle dominated their sexual relationship. Joseph was 
turned-off by Dan’s sexual neediness and complaints. 


Joseph was highly ambivalent about his casual oral sex encounters. He found the 
adventure and illicitness sexually charged, but not emotionally fulfilling. Joseph felt guilty 
that he treated his causal partner as a “sex object” who serviced him. He blamed Dan for not 
valuing oral sex. What most motivated Joseph was his desire for a family. Joseph was 
committed to sharing his life and creating a family with Dan, but had no plan of how to 
address their sexual problems. 


The theme of the couple feedback session was to stop the poisonous power struggle and 
to introduce the strategy of developing a new couple sexual style focused on sexual desire. The 
psychosexual skill exercises began with the comfort exercise as a means to reengage them in 
pleasure-oriented touching. There was a prohibition on name calling and blaming, but no 
prohibition on orgasm. Dan was responsive to Joseph’s touch and was easily orgasmic with 
manual stimulation and then orally stimulated Joseph to orgasm. Sharing touch and 
sexuality was energizing for their marital bond. The next exercise focused on attraction, 
which validated each partner’s desire and desirability. Sexual requests were the sensitive, 
emotionally charged issue. In the session, when they regressed to blaming, the clinician 
emphasized the core role of the positive influence process. Dan said he really enjoyed orally 


stimulating Joseph to orgasm, but that meant giving up anal intercourse. The clinician 
actively intervened and introduced the concept of mutual and asynchronous sexual 
scenarios. For example, anal intercourse was better for Dan than Joseph, but Joseph could 
use a pro-erection medication or a penile injection to reduce his performance anxiety. Joseph 
could wash his penis, and Dan could use manual or oral stimulation and/or Joseph could use 
self-stimulation. Another option is Joseph could use a condom during anal intercourse and 
then take it off and be open to Dan’s oral stimulation. An asynchronous triadic scenario with 
an HIV negative man using a condom for anal intercourse could add to Dan’s erotic 
experience. However, they needed to ensure that their sexual bond was strong and genuine. 


The clinician’s comfort with discussing a range of scenarios and being sexually explicit 
was a good model for Dan and Joseph to discuss sexual requests and alternatives. A strength 
of gay couples is embracing variable, flexible individual and couple sexuality. 


Dan realized the destructive role of pursuing and blaming Joseph. For Dan, the key 
sexual issue was feeling desired. Although he had a strong erotic preference to be penetrated, 
he could experience pleasure and sexual responsivity with other scenarios. Rather than being 
defensive and feeling he wasn’t good enough sexually, Joseph was able to embrace the value 
of erotic sexuality with Dan. In the future, they would consider triadic sex, but at this point 
they wanted to reinforce their intimate sexual bond. 


SPECIAL CLINICAL ISSUES WITH LESBIAN COUPLES 


Since the author does not have clinical experience with lesbian couples, this 
section is conceptual rather than clinical. The challenge for lesbian couples 
involves sexual initiation and integrating erotic scenarios and techniques. 
Traditionally, lesbian couples have emphasized intimacy and affection, and 
deemphasized taking sexual risks and eroticism. The clinician can 
reinforce intimacy, pleasuring, mutuality, and security while also 
promoting sexual autonomy, risk-taking, and exploring erotic scenarios 
and techniques. Often, the sexual problem is lack of courage to ask for and 
experiment with sexual scenarios and techniques which make sexuality 
inviting and worthwhile. Individualizing psychosexual skill exercises to 
explore sexual scenarios is key. For many, if not most, lesbian couples 
adopting the Complementary couple sexual style is a crucial challenge. This 
reinforces having her bridges to desire, her partner’s bridges to desire, and 
our bridges to desire. Valuing each woman’s sexual voice, especially her 
erotic preferences, is powerfully validating. Rather than being “politically 
correct” that each encounter has to be intimate and mutual, the clinician 
encourages experimenting with playful sexuality, asynchronous sexuality, 
lustful sexuality, self-entrancement arousal, and role enactment 


arousal/scenarios. The challenge for the couple is to integrate intimacy and 
eroticism to promote strong, resilient sexual desire. 


BISEXUAL INDIVIDUALS AND COUPLES 


The biggest challenge with bisexual clients is to be honest with himself and 
his partner(s), especially about relational and sexual boundaries. Can the 
bisexual client integrate intimacy and eroticism with both men and women 
or does sex have a different meaning with women and men? For example, 
the man is emotionally committed to his wife and family. However, being 
fellated to orgasm by a male sexual friend elicits greater erotic charge than 
his wife orally stimulating him. He enjoys her sexuality and orgasmic 
response, but couple sex is better for her than him. His commitment is to 
have male sex friends, but he does not want a life partnership with a man. In 
addition to being honest with himself he also needs to be honest with his 
wife and male partners. This means sharing important themes, but not 
sexual details other than the commitment to safe sex. 

The clinician commits to helping the client be a successful bisexual 
woman psychologically, relationally, and sexually. This is challenging, 
but bisexual clients deserve for sex to have a positive 15-20 percent role in 
her life rather than a secretive or disruptive role. 

Being respectful includes confronting the individual or couple about 
what is not working. The most common problem is the client has 
mislabeled his sexual orientation. He is gay, not bisexual. This issue needs 
to be explored with the client, his partner, and its impact on their 
relationship. Secrecy and shame subverts individual and couple sexuality. 
In dealing with couples, the clinician addresses the needs of the 
bisexual partner, straight partner, and their relationship recognizing 
that “one size never fits all.” If this is a loving, committed couple, they 
can navigate the issues of bisexuality rather than the traditional belief that 
differences in sexual orientation always lead to a divorce. The prime issue 
is not staying married (success) or divorcing (failure). The issue is whether 
the bond of respect, trust, and intimacy can thrive when one partner is 
bisexual. 


TRANSGENDER INDIVIDUALS AND COUPLES 


There has been a dramatic increase in the study of transgender issues in the 
past decade. Transgender assessment and treatment is a specialty clinical 
area. The client dealing with transgender issues deserves to be in “good 
hands” clinically. Gender variance is much more accepted and transgender 
people are welcomed into the LGBTQ culture (Beemyn & Rankin, 2011). 

In terms of clinical issues, transgender sexuality requires the clinician 
to be open and flexible to the needs and preferences of her client. For some 
clients, the issue is a “blended” sexual identity while for others transgender 
issues involve hormonal and surgical interventions in transitioning to being 
a woman (or man). Traditionally, the ratio of male-to-female identity 
change was most frequent, but present trends indicate a growing 
number of clients transitioning from female to male. In addition, there is 
great variation in issues of sexual attraction and orientation. 

The clinician needs to be empathic and respectful in dealing with 
transgender individuals and couples. The recommended strategy is to make 
a referral to a specialist to ensure the client is in good hands therapeutically. 


ASEXUAL CLIENT OR COUPLE 


Is it possible for asexual people to marry and have a family? Absolutely, 
yes. The issue is whether this is a wise choice for the asexual client, the 
heterosexual partner, the couple, and the children. Most asexual people are 
able to engage in intercourse and become pregnant. Asexuality is very 
different than sexual aversion or sexual avoidance. The asexual person 
(whether female or male) does not value 
desire/pleasure/eroticism/satisfaction. The clinician has two major focuses. 
First, to help the client determine whether her sexual orientation is 
genuinely asexual or whether the client’s anger, shame, trauma, or lack 
of sexual information is the controlling factor. Second, is asexuality 
congruent with her life goals? If she is in a married or partnered 
relationship, can the partner accept the asexuality or is this a “fatally 
flawed” relationship? Will asynchronous sexuality be acceptable to the 
asexual spouse? Clearly, there must be much more clinical and empirical 
work on assessment and therapy with the issue of asexual orientation (Van 
Houdenhove, et al., 2014). 


Key CLIinicaAL POINTS 


Sex therapists are rightly proud of the dramatic changes in the mental health field and the 
culture in accepting sexual orientation as a normal sexual variant. Sexual orientation/identity is about 
psycholological, relational, and sexual health, not pathology. Whether the person’s sexual orientation 
is homosexual, bisexual, asexual, or heterosexual, the therapist’s role is to help the client and couple 
make wise decisions about sexuality so that it has a positive 15-20 percent role in the person’s and 
couple’s life. 


Being gay is optimal for the gay person. Rather than being value-free, the clinician takes a 
pro-gay stance and helps the gay or lesbian client/couple deal with sexual problems and 
promote healthy sexuality. There are a number of specific challenges for gay men and lesbian 
women, as well as for bisexual, transgender, and asexual clients. In order to be effective, the clinician 
has to be interested in and open to deal with gay issues, have sufficient training and supervision to be 
a competent clinician with gay clients and couples, and the stance of being pro-gay is compatible 
with the clinician’s personal and professional values. 


Providing empathy, being respectful, and having therapeutic competence promotes 
psychological, relational, and sexual functioning of gay individuals and couples. Therapy with gay 
clients is a specialty skill. 


Chapter 9 
Individual Sex Therapy 


The great majority of clients engage in individual therapy, not couple 
therapy. Individual therapy clients deserve to have their sexual concerns 
addressed in an empathic, respectful manner. Rather than pretending to be 
value-free, therapists are urged to adopt a pro-sexual approach. This 
involves clearly stating that sex is a good thing in life, not bad; sexuality 
is an integral component of being a male or female. The question to 
explore is at this point in the client’s life is sexuality having a 15-20 percent 
positive role or is it interfering with the client’s psychological well-being 
and subverting their relationships. 

Following the PLISSIT model, the therapist establishes herself as an 
“askable” clinician in addressing sexual questions and concerns (Annon, 
1976). The clinician provides permission to explore sexual issues, presents 
scientifically valid and personally relevant psychological, biological, and 
relational information, and makes specific suggestions about sexual 
function and dysfunction. Some individual therapists are comfortable and 
skilled at providing sex therapy while many will refer the individual to a 
sex therapy specialist. Ideally, sex therapy is conducted with a couple. 
However, many sex therapists are competent providing individual sex 
therapy. 

A common complaint clients have is that the therapist did not directly 
address sexual concerns. The therapist explored emotional issues, family 
of origin issues, relational issues, but not deal with sexual problems. 
This is in line with the traditional therapy approach of viewing sexuality as 
a symptom of an individual problem. The belief was that with the resolution 
of the core mental health problem the sexual symptom would abate. Sex 
would naturally become functional and satisfying. Whether the problem 
involves anxiety, depression, alcohol abuse, family alienation, trauma, 
obsessive-compulsive disorder, it is important to address the mental health 


problem. However, in most cases this will not be sufficient to resolve the 
sexual problem. The “both-and” approach advocates dealing with the 
mental health and sexual problems in a synergistic manner. 

Anxiety is the most common mental health problem in the U.S. 
(although sexual problems are more common than anxiety problems). 
Anxiety can affect desire/pleasure/eroticism/satisfaction in a number of 
ways. However, do not assume an anxiety disorder will always cause sexual 
problems. Many clients suffering with generalized anxiety disorder, a 
phobia, or obsessive-compulsive disorder are sexually functional. 

For a significant number of clients with anxiety disorders, there is 
a negative sexual impact. For men, anticipatory or performance anxiety 
can cause erectile dysfunction or premature ejaculation. For women, 
anxiety can inhibit sexual desire, orgasmic response, and cause sexual pain. 
Anxiety interferes with sexual anticipation and distracts the client from 
pleasurable and erotic sensations. Anxiety can result in sexual avoidance 
(including a non-sexual relationship) which heightens the pursuer-distancer 
power struggle. This usually follows traditional male-female gender roles, 
but can include a gender reversal where the anxious man prefers 
masturbatory sex where he feels in control to partner sex where he is an 
anxious performer. 

Rather than the traditional hierarchical model of dealing with anxiety 
first and then, if necessary, sexual problems, the both-and approach 
advocates a synergistic treatment of anxiety and sexual dysfunction. 
Healthy sexuality energizes the person. This energy facilitates learning to 
cope with anxiety, reduce avoidance, and build comfort and confidence. A 
strategy which has relevance to both anxiety and sexuality is mindfulness. 
Mindfulness techniques include acceptance of a range of feelings and 
sensations rather than avoiding, using breathing to regulate emotional 
reactivity, relaxation techniques, being mindful facilitates comfort and 
adaptation, and acceptance counters catastrophizing. This facilitates change 
with both anxiety and sexual dysfunction (Brotto & Heiman, 2007). 

An empowering, motivating concept in dealing with mental health 
and sexual problems is increasing self-efficacy. The client with enhanced 
self-efficacy focuses on competence rather than perfect performance, is 
goal-directed without pass-fail performance pressure, is open to using all 
relevant resources to improve skills, learns from mistakes, and increases 
comfort and confidence with life skills, including sexuality. Self-efficacy 


and the both-and approach are relevant to a range of mental health and 
health problems and is translatable to sexual problems. Sexual strategies 
and interventions can be integrated into individual therapy. 


ANONYMOUS SEX, CASUAL SEX, RELATIONAL SEX, AND INTIMATE 
PARTNER SEX 


Traditionally, clients were encouraged to develop a meaningful relationship 
(not necessarily marriage) and bring the partner to couple sex therapy. In 
retrospect, this was not a good strategy for the great majority of single 
clients, especially women. The woman’s search for a partner resulted in 
beginning a relationship where the man promised to cure the sexual 
dysfunction and then blamed her when sex remained problematic. Men had 
an easier time finding a willing sexual friend, but she often had an agenda 
of making this into an intimate partner relationship whether or not it was a 
good fit. Although having an intimate, erotic ally is a great resource, 
making therapy contingent on being in a relationship is a self-defeating 
strategy. Individual sex therapy is a viable therapeutic option. 

Anonymous or “one-shot” sexual experiences are accepted in the 
culture, especially if safe sex with contraception and condoms is practiced. 
For sexually dysfunctional single clients there is less fear of judgment or 
put-downs from an anonymous partner. However, it is unlikely that this 
experience will result in increased sexual comfort, skill, and confidence. 

Casual sex (also described as “friends with benefits” or “hooking up”) 
entails more frequent sexual contact, but with limited intimacy and 
feedback. For some, it can be a sexually freeing experience and promotes 
sexual desire, but lack of skill building and feedback makes it unlikely that 
the sexual dysfunction will be resolved. The encounter often involves 
drinking or drugs which ties sexuality to an altered state rather than learning 
to be sexually functional in a sober state. 

Relational sex (a “sexual friend” or “lover”) is a better context to 
promote growth in sexual skills and confidence. This provides a milieu 
for continuity, feedback, and support. The sexual friend wants to be helpful, 
and would not do something to purposefully hurt her. The sexual friendship 
might last 6 weeks, 6 months, or 6 years, but neither person expects it to be 
a committed life partnership. A good example is a woman who regularly 
experienced sexual pain. She was treated by an individual therapist and a 


female physical therapist with a specialty in pelvic floor musculature. The 
sexual friend was open to following her guidance, including when to 
transition to intercourse with her guiding intromission. He accompanied her 
to two sessions with the physical therapist, observing how to use dilators 
and gentle, rhythmic movements inside the vagina rather than hard, fast 
thrusting. He reassured her that if the pain was controlling they could 
switch to an erotic, non-intercourse scenario using manual or rubbing 
stimulation. 

A male example is primary ejaculatory inhibition (also called “delayed 
ejaculation”). In his teens and early 20’s, both women and male peers 
envied the client as a “sexual stud.” Unfortunately, he viewed couple sex as 
being for the woman. He would have an orgasm later during masturbation. 
His sexual friend read the ejaculatory inhibition psychosexual skill 
exercises with him. They learned not to transition to intercourse until he 
experienced high levels of subjective arousal, during intercourse they 
engaged in giving and receiving multiple stimulation (including freedom for 
him use erotic fantasies), and she urged him to use his “orgasm triggers” to 
facilitate letting go and enjoy orgasm. The first two times he used external 
manual stimulation (his and hers), and the third time he ejaculated intra- 
vaginally. She enjoyed the sexual encounter; she wasn’t just doing it for 
him. The sexual experience was intimate, interactive, and satisfying 

Intimate partner sex is the ideal that most (but not all) men and women 
value. It is easier to develop a marriage or life partnership when the client 
feels sexually comfortable and is able to freely choose. It is important to 
note that some healthy marriages developed in part because the couple 
worked together to overcome a sexual dysfunction and create a couple 
sexual style which promoted desire/pleasure/eroticism/satisfaction. 
Whether matriage or a partnered relationship, intimate partner sex is 
optimal. However, urging the client to search for an intimate partner makes 
no sense if this is not a satisfying and secure bond. In truth, there are sexual 
friend relationships which work very well, but trying to turn them to a 
committed life partnership will not be healthy for the client or partner. In 
the same way, a lover relationship might result in a terrible marriage and 
end in divorce. The essence of a healthy marriage is a respectful, 
trusting, emotionally intimate life commitment. A healthy marriage 
meets people’s needs for intimacy and security better than any other 
relationship. Sexuality has a 15-20 percent role of energizing the bond and 


reinforcing desire and desirability. Sexuality should not be the deciding 
factor in the decision to marry. 

In terms of sexual comfort and skill, a sexual friendship (relational 
sex) is the best milieu for learning. It can develop into an intimate partner 
relationship with time and experience, but is best approached for what it is 
—a sexual friendship which will not endure but can be positive, enjoyable, 
and an important developmental (especially sexually) learning. 


INTERVENTIONS IN INDIVIDUAL SEX THERAPY 


A crucial component in individual sex therapy is to affirm that sex is an 
important dimension of life, that sexuality is an integral component of being 
a woman or man, and that the goal is for sexuality to have a positive 15- 
20 percent role in the client’s present and future life. This is true whether 
the client is single, separated, widowed, or divorced. The clinician affirms 
healthy sexuality while confronting destructive sexuality. 

Major therapeutic interventions include: 


e cognitive restructuring 
e masturbation retraining 
e imagery rehearsal 

e mindfulness 


e choosing a sexual friend 


This is in the context of therapeutic processing a range of psychological, 
relational, and sexual issues. Referral to an internist or specialist is 
worthwhile to explore physiological/medical factors which could interfere 
with healthy sexuality such as undiagnosed diabetes, sexual pain, side- 
effects of medications, and untreated sexually transmitted infections. 

Major cognitive factors include a comprehensive assessment of 
psychological/relational/sexual strengths and vulnerabilities which 
developed in the context of the person’s life experience. Often, the client 
feels guilty or even ashamed about sexual experiences. The therapeutic 
focus is on accepting and learning from the past, rather than engaging in 
self-blame. Reducing stigma and eliminating shame is crucial. Learning 
scientifically valid psychological, biological, and _ social/relational 


information normalizes the sexual problem while motivating and 
empowering the change process. A major intervention is to take 
responsibility for his sexuality, but stop trying to perform for the partner. 
The focus on desire/pleasure/eroticism/satisfaction is new and motivating. 
This is especially true with the focus on pleasure rather than performance. 

Masturbation retraining (or experiences’ with self- 
exploration/masturbation) can be valuable for both women and men. 
For women who experience primary non-orgasmic response, masturbation 
training is the treatment of choice. Whether done as part of a time-limited 
female sexuality group, a self-help program, or with the support of an 
individual therapist, learning about her body, sensual and erotic touch, 
mindfulness, vibrator stimulation, and use of erotic fantasy the woman 
takes responsibility for her sexuality. This is not just about orgasm, but 
identifying her pattern of sexual desire, sensual and playful touch, building 
subjective arousal and erotic flow, and using “orgasm triggers.” The 
concept of autonomy and claiming her “sexual voice” is motivating and 
empowering, especially for women with a history of sexual pain. Working 
with a physical therapist with a specialty in pelvic floor musculature is a 
valuable resource. Whether using fingers or dilators, pubococcygeal muscle 
exercises or mindfulness, she enhances awareness and comfort with her 
body, pleasure, and sexual response. 

Masturbation retraining can be helpful to males dealing with PE, ED, 
or ejaculatory inhibition. Many males approach masturbation (with or 
without porn) as a short, erotic performance where the goal is orgasm as 
quickly as possible. The man learns slower, pleasure-oriented awareness of 
a range of sensual, playful touching which makes self-pleasuring more 
enjoyable and valuable. The client with PE learns to identify the point of 
ejaculatory inevitability and to enjoy erotic sensations between 6-8 
subjective arousal rather than rushing to orgasm. The client with ED 
practices the wax and wane erection exercise so that he does not panic 
when he loses his erection. Although almost all men prefer to transition to 
intercourse and orgasm with his first erection, he learns not to panic and 
avoid if his erection wanes. He realizes that with a pleasure focus and non- 
demand touching his erection will wax again (Metz & McCarthy, 2004). 
The client with ejaculatory inhibition learns to differentiate subjective and 
objective arousal, how to build subjective erotic flow, be aware of his 


orgasm triggers, and permission to transfer these learnings to couple 
sexuality. 

Use of guided imagery during individual therapy is a powerful 
technique to rehearse a new sexual repertoire. Imagery can be combined 
with written psychosexual skill exercises (McCarthy & McCarthy, 2012) to 
prepare the client to adopt a functional sexual repertoire. For example, 
rather than following the male’s foreplay/intercourse scenario, the woman 
rehearses a sensual/pleasuring/erotic scenario which includes being 
orgasmic with manual and oral stimulation, transitioning to intercourse at 
high levels of erotic flow, and utilizing multiple stimulation during 
intercourse. The client with PE can use imagery rehearsal to practice a slow, 
prolonged pleasuring scenario where he maintains arousal at the 6-8 level. 
He can use imagery to rehearse talking with his partner, using stop-start 
before intromission, enjoying the woman on top intercourse position, and 
utilizing rhythmic, circular thrusting. 

Imagery rehearsal can be used both in the therapy session and as 
homework. The client builds comfort and skill in partner sex through the 
imagery rehearsal process. The clinician’s message is to take responsibility 
for her sexuality and use all her resources—reading, talking, masturbation, 
imagery to become a more comfortable, confident sexual woman. 

Mindfulness strategies and techniques are among the most popular in 
therapy, including sex therapy (German & Siegel, 2012). The essence of 
mindfulness is an accepting attitude which encourages the woman to accept 
her body, sensations, feelings, and life experiences. Mindfulness allows her 
to stay involved in the learning process, accepting both positive and 
negative experiences. Mindfulness is based on an anti-avoidance strategy 
which reinforces sexual feelings and sensations. 

Mindfulness builds on the core skills of focused attention, 
compassionate acceptance, and an integrated mind-body approach. 
Mindfulness strategies can be used with both mental health and sexual 
problems, with the emphasis on acceptance first and then implementing 
change strategies. Mindfulness facilitates engagement while greatly 
reducing shame and guilt. It slows cognitive, behavioral, and emotional 
reactivity and encourages the individual and couple to welcome mindful 
acceptance. This includes accepting sexual attitudes, behaviors, sensations, 
and emotions. 


Therapeutically, the mantra for choosing a sexual friend is comfort, 
trust, and attraction. Choosing a sexual friend the client is comfortable with 
is the core dimension. Rather than swept-away sex, the client develops 
comfort with a woman in terms of both verbal communication and touch. 
He knows the chronic problem of PE will occur. He does not believe that 
romanticism and passion will magically cure the PE or that his sexual 
performance will be stellar. He communicates comfortably about sexuality 
rather than apologizes for himself. He tells his sexual friend that it will take 
three to six months to develop good (not perfect) ejaculatory control. Just as 
important, he affirms her sexual feelings and needs. He wants them to be 
intimate and erotic friends. It is an equitable, interactive relationship, not 
her servicing him. 

Comfort with the sexual friend is the core dimension rather than 
picking the “hottest” or most attractive partner. He builds sexual comfort 
and skill rather than feeling pressure to perform for her. The essence of 
couple sexuality is feeling comfortable and sharing pleasure. A sex 
performance orientation feeds anticipatory and performance anxiety which 
interferes with building sexual skills. If the client is not comfortable with 
his sexual friend it is unlikely this will be a worthwhile relationship. 

The second dimension in choosing a sexual friend is trust. The client 
trusts the sexual friend supports his sexual growth. Even more important, if 
there is a sexual problem he trusts she will not blame or shame him. Trust 
provides a solid foundation for building a comfortable sexual repertoire. For 
most clients and most sexual dysfunction, change is a gradual step-by-step 
process with occasional missteps. The sexual friend accepts this process 
rather than demanding rapid or dramatic change. Time is on his side in 
terms of developing comfort and skill. He trusts that his partner supports 
gradual sexual growth. If there are setbacks, including sexual 
disappointments, he trusts she will not give up. 

Attraction is an important third dimension, but unlike most dating 
relationships, is not the leading dimension. Although visual attraction is 
positive, sexual comfort, touch, and pleasure are the core dimensions for 
building sexual desire. A trap some clients, especially men, fall into is 
choosing a partner he is not attracted to. He uses this as a rationalization for 
sex being dysfunctional. This is a self-defeating strategy. The client, 
whether male or female, is open to touching and being touched by the 
sexual friend. Attraction and openness is a positive factor in sexual growth. 


The clinician helps the client ascertain whether this relationship will 
have a positive role in her sexual growth and development. Will a new 
sexual relationship promote the 15-20 percent role of healthy sexuality or 
will that relationship have a 50-75 percent negative role of subverting 
sexual growth? Clinicians used to believe that being in a relationship was 
better than being single, but that is a false assumption. Healthy relationships 
bring out positive dimensions, especially in terms of sexual desire and 
learning pleasuring and eroticism skills. However, unhealthy relationships 
subvert sexual desire and confidence. As a single client said, “I’ve had 
enough experiences with recovery and learning from unhealthy sexual 
relationships. I don’t need more negative practice.” 

Another crucial skill is maintaining realistic boundaries, being positive 
and enjoying the relationship without overpromising. The most common 
outcome of a sexual friendship is that it ends. The sexual friend and their 
time together are remembered fondly. Ideally, the relationship ends in a 
positive, mutual manner, but unfortunately that’s not the norm. Often the 
client or the sexual friend is disappointed and hurt when the relationship 
ends. The ending of the relationship is not a “failure” nor does it mean the 
relationship was not worthwhile. By their nature, sexual friendships and 
lover relationships end. Of course, some relationships do become marriages 
or life partnerships which are satisfying, secure, and sexual. Choosing a 
comfortable, trusting, attractive partner for a sexual friendship is very 
important. There are no guarantees, but a sexual friend promotes change 
and facilitates individual therapy. 


SPECIAL Issues wITH MALE CLIENTS 


There is a strong cultural myth that men are willing and able to have sex 
with any woman, any time, and any situation. A similar myth is that men do 
not need or value an intimate sexual relationship. In truth, men and male 
sexuality are complex and multi-dimensional, one size never fits all. 

Men benefit from a healthy sexual relationship. A vulnerability is that 
too much of his self-esteem is tied to his penis and sex performance. A 
good example is that over 80 percent of men believe their penis is smaller 
than average. This makes no rational sense, but it does reflect the sexual 
vulnerability that so many men feel. The client believes that other men have 
no problems with PE, ED, reaching orgasm, or satisfying the partner. The 


Good Enough Sex (GES) model is less acceptable to men because of the 
mistaken belief that “a real man always experiences totally predictable, 
great sex.” He believes that the woman expects him to be the “sex expert” 
who performs for her. These unrealistic performance demands inhibit male 
sexuality, especially choosing a new partner who will be a good sexual 
friend. Knowledge is power so providing scientifically valid/personally 
relevant psychological, biological, relational information can be of great 
value to the client. Having female friends, especially a sexual friend, will 
normalize male sexual problems and encourage sexual change. A sexual 
friendship is a powerful motivator for the single man. 


SPECIAL ISSUES FOR THE SINGLE WOMAN 


The woman without a partner has a different set of challenges to deal with. 
Our culture does not affirm the single woman (whether divorced, widowed, 
or never married), especially sexually. The single woman has the right to 
her sexual story, to sexual pleasure, and a healthy relationship (Foley, Kope 
and Sugrue, 2012). Sexual self-esteem is a valuable resource which can be 
nurtured and reinforced in individual sex therapy. A particularly valuable 
option for single women is a time-limited women’s sexuality group. 
Originally, these groups targeted non-orgasmic women, but now 
explore desire/pleasure/eroticism/satisfaction as well as issues of sexual 
trauma and destructive relationships. 

A challenging issue is choosing a partner as a sexual friend, especially 
trusting the man will respect her sexual voice and be patient and supportive. 
Too often the man wants to assume the “rescuer” role. He becomes 
blaming/punishing when she doesn’t change the way he wants her to. The 
dating/sexual game can be difficult for both women and men, but it is 
particularly challenging for the single woman with a sexual dysfunction. 
The clinician needs to be positive and realistic while emphasizing the 
woman’s right to be assertive in creating a healthy sexual friendship. 


CASE STUDY 


SKIP 


Skip is a 32-year-old never married man with intermittent ED. He had been in three 
relationships which lasted longer than one year, and in two of them the partner accompanied 
him to sex therapy sessions. In both cases the results were negative sexually and relationally. 
When he masturbated, Skip did not experience ED nor when receiving fellatio. Even though 
Skip regularly used Viagra, he experienced ED in over 65 percent of attempted intercourse 
experiences. 


Skip was referred by an individual therapist who had seen him for more than two years. 
Both Skip and the therapist felt therapy had been extremely helpful in reducing general 
anxiety, understanding family of origin dynamics, and increasing awareness of interpersonal 
issues at his workplace (Skip excelled in his career). Unfortunately, these positive changes 
had not generalized to ED which was becoming more severe over time. 


In the initial session it was clear that Skip was highly motivated to resolve ED, but 
unsure of what to do. The urologist was urging him to try penile injections which are the 
medical intervention most likely to result in predictable erections. However, Skip was 
reluctant, especially because he had reliable erections during masturbation. As well, Skip 
worried the woman would not accept him using injections. Skip’s past experiences had taught 
him the negative consequences of lying to his partner or keeping secrets from her. 


In the psychological/relational/sexual history, Skip reported no problems with erections 
until age 21. His first sensitizing experience involved a “hook-up” encounter with a 34 year- 
old woman who was very intrusive. Both were drinking heavily. Skip had processed this ED 
experience with three different therapists as well as subsequent girlfriends. He understood 
why he lost his erection, but this sensitizing experience established an anticipatory anxiety, 
tense intercourse, and frustration/embarrassment cycle which controlled him for 11 years. 
Skip had tried different doses of Viagra, Cialis, and Levitra. The medication would help for 
five or 10 times, but when he had an unsuccessful intercourse the belief in the “magic pill” 
dissipated. Although Skip experienced successful intercourse, the percentage of successful 
experiences was now less than one in three. Skip’s sexual self-efficacy was low. On the other 
hand, his self-efficacy with erections during masturbation was 100 percent. 


In therapy, the first focus was on his psychological, biological, and social knowledge 
about male sexuality, specifically ED. Providing guidelines about arousal and erection was 
enlightening. Since Skip was a reader, the therapist loaned sections of Men’s Sexual Health 
(McCarthy& Metz, 2008). Skip was especially struck by the guidelines about personal control 
and self-efficacy. He realized that he regularly violated those guidelines by rushing to 
intercourse as soon as he became erect. This was motivated by the fear of losing his erection 
which became a self-fulfilling prophecy. Negative motivation does not promote healthy 
sexuality. This was the opposite of what happened with masturbation where he enjoyed 
subjective arousal and erection and didn’t rush orgasm. 


The most important psychosexual skill exercise for Skip was the “waxing and waning” of 
erection. Skip was given the exercise to read and discuss with the therapist before 
implementing it. Skip was fearful that this exercise would cause ED with masturbation, but 
learned that mindful relaxation and pleasure-oriented touching naturally resulted in his 
erection waxing again. He repeated this cycle twice before continuing to orgasm. Skip’s sense 
of self-efficacy with erections markedly increased. Almost no males enjoy the wax and wane 
exercise and prefer to go to orgasm (whether with masturbation, oral stimulation, or 
intercourse) with his first erection. This is normal and healthy, but learning he does not have 


to panic if the erection wanes is empowering. The imagery of waxing and waning of erections 
during partner sex was reinforced both in the therapist’s office and practice at home. 


Role-playing was the technique used to prepare Skip to talk to a new partner about ED. 
The focus was to share information without apologizing for himself sexually. Choosing a 
sexual friend he was comfortable with and trusted was a new concept for Skip. Within two 
weeks he identified a potential partner, a 33-year-old divorced woman he had known for over 
a year. Skip saw her as pro-sexual, pro-relationship, and a down-to earth person. In role- 
playing a conversation about becoming sexual friends, the dimension Skip had trouble with 
was how to ask her to help him regain confidence with erections. At the next therapy session, 
Skip reported the conversation went much better than he expected. Jane was very enthusiastic 
about beginning a relationship with Skip. She wanted to help him gain comfort and confidence 
with erections and be his supportive sexual friend. She said it was up to him whether to use 
pro-erection medications (Skip did choose to use a low daily Cialis dose). Jane affirmed she 
enjoyed erotic sex as well as intercourse. Although she would be open to a consultation with 
the sex therapist, Jane did not feel a need for it at this time. Skip continued therapy, focusing 
both on individual issues as well as working with Jane to create healthy couple sexuality. 


CASE STUDY 


SARA 


Male clients in individual sex therapy might choose either a male or female therapist; 
single women are much more likely to choose a female sex therapist. This is what 29-year-old 
Sara did. Her sexual problem was a combination of inhibited sexual desire and sexual pain. 
Early in a relationship Sara felt desire which overrode the pain she experienced during 
intercourse. However, within a few weeks the pain became controlling and sexual desire 
decreased. Sara was reluctant to enter into a sexual relationship because of the desire and 
pain problems, but was motivated by her wish for marriage and family. Sara’s peers told her 
she didnt need marriage to enjoy sex and have a child, but Sara’s values were more 
traditional. 


The sex therapist explained the psychobiosocial assessment/treatment model and the 
both-and therapeutic approach. One of the first interventions was a referral to a nurse 
practitioner with a specialty in female sexual pain. This specialist did a full assessment and 
diagnosed vulvodynia, a burning pain which can be localized or generalized throughout the 
vulval area. She made a referral to a female physical therapist with a specialty in pelvic floor 
musculature. The sex therapist supported this and asked Sara whether she wanted to join a 
10-session female sexuality group or deal with desire issues in individual therapy. Sara 
surprised herself by asking for both interventions—she valued the both-and model. 


The group met weekly for 10 sessions. Sara identified with two group members who 
served as role models—one for dealing with pain and the other for enhancing sexual desire. 
Sara found the process of being accountable to the group reinforced her use of dilators and 
practicing mindfulness techniques. Sara used the individual sex therapy sessions to process 
what she experienced in the medical consultation, in physical therapy, and in the women’s 
sexuality group. Sara looked to the individual therapist to help her integrate the new insights 
and apply them in the reality of her life rather than hope for a “happy ever after” story. The 


hardest issue for Sara was searching for a sexual friend rather than an ideal marital partner. 
In an empathic, yet confrontative manner, the therapist said that until Sara was self- 
accepting, including her right to a positive sexual voice, she was not in the mindset to seek a 
potential spouse. 


After eight months of individual sex therapy, which included establishing a sexual 
friendship, therapy was terminated with the option of “booster” sessions. This reinforced 
maintaining therapeutic gains and set the additional goal of Sara’s initiating the psychosexual 
skill exercise of her preferred sexual scenario. The therapist was surprised that Sara did not 
call for a booster session. When she arrived for the six-month check-in appointment, Sara 
reported she had ended the sexual friendship when it became clear that it would not grow into 
a committed life partnership. Sara was pleased she had initiated the break-up in a non- 
dramatic way. 


Sara noted sexuality had been strength of that relationship. Her goal in the next year was 
to be open to a quality relationship which had the potential to become a marital relationship. 


Key CLinicAL POINTS 


Individual sex therapy is a valid and much needed intervention for both male and female clients. 
The clinician must be open to employing a range of therapeutic strategies and techniques including 
cognitive restructuring, masturbation retraining, imagery rehearsal, mindfulness, and choosing a 
sexual friend based on comfort, trust, and attraction. 


Individual sex therapy is applicable to straight and gay clients, clients who value traditional 
marriage as well as clients who have non-traditional values, and clients dealing with a range of issues 
from sexual trauma to variant arousal to asexuality. Individual sex therapy clients deserve to be 
treated with empathy and respect, whether they are 18 or 78. The clinician helps them reach 
personally relevant goals so sexuality has a 15-20 percent positive role in her life and relationship. 


Chapter 10 
Extra-Marital Affairs and Sex 
Therapy 


The issue of extra-marital affairs (EMA) is one of the most controversial 
and value-laden in the entire mental health field. Traditionally, an EMA was 
viewed as a symptom of a marital problem with the expectation that it 
would either lead to divorce or require prolonged therapy, lasting years. 
Empirical data illustrates that EMA is a multi-causal, multi-dimensional 
problem with large individual, couple, cultural, and value differences 
(Allen, et al., 2007). It is important to note that the majority of marriages 
survive EMA’s, especially the most common type of EMA—the male high 
opportunity/low involvement EMA. 

The field of EMA makes clear the importance of comprehensive 
assessment, especially an individual psychological/relational/sexual history 
with a focus on the causes, dimensions, and meanings of the EMA. Snyder, 
Baucom, & Gordon (2007) have done the best empirical and clinical work 
in the EMA field. They utilize an interpersonal trauma framework, 
emphasizing a PTSD reaction with the injured partner. The Snyder, 
Baucom, Gordon model focuses on three treatment phases. First, reduce 
emotional reactivity, emphasize self-care, do not “follow your gut,” and 
do not act impulsively or destructively. Second, carefully make meaning 
of the EMA which includes a coherent narrative which is acceptable to the 
involved and injured spouse. This emphasizes a genuine understanding of 
the complexity of the EMA. Third, make an informed, “wise” decision to 
either rebond the marriage or move toward a “good divorce.” 

Our contribution to the EMA field involves two additional treatment 
phases. Focus on sexual recovery from the EMA by developing a new 
couple sexual style. Develop an individualized relapse prevention 


agreement which reinforces the value of the marital bond and reduces the 
possibility of a disruptive EMA in the future. 


EMA TREATMENT MODEL 


Although the treatment program needs to be applied flexibly with respect for individual and 
couple differences, it reassures and motivates the couple to know there is a plan and structure. 


e Four session assessment— initial couple session, individual 
psychological/relational/sexual histories, and a couple feedback session to create a new, 
genuine narrative and therapeutic plan. 


e Reduce the intensity of conflict about EMA, focus on self-care, and create a 
therapeutic letter to the injured spouse. 


e Work together to end the EMA, deal with flashbacks, rebuild trust and touching, 
respect the struggles of both the involved and injured spouse, and develop a genuine 
understanding of the EMA which acknowledges both positive and negative leanings. 


e Make a wise decision of whether to rebond the marriage or have a good divorce. 


e Accept the challenge of creating a new couple sexual style with strong, resilient sexual 
desire. 


e Develop an individualized relapse prevention agreement-whether traditional or non- 
traditional. 


Perhaps the most important clinical issue is to address the EMA in the 
context of the marriage and marital sexuality. This is an example of the 
“both-and” approach to treatment. Successful therapy involves making 
meaning of the EMA, rebuilding the trust and intimacy bond, and 
developing a new couple sexual style. 

Treating EMA is a challenge for the clinician and the couple. A core 
concept is you cannot change the past. “If only” thinking has no value— 
you can learn from the past, but cannot change it. Focus on the present and 
future where you have more control. 

Conduct a careful, comprehensive assessment of the marriage and 
EMA from the perspective of both the involved and injured partners which 
honors the complexity of causes and dimensions of EMA’s. 


EMA-SpEcIFIC QUESTIONS 


1) What was happening in your individual and couple life six months before the EMA 
began? 


2) Did you have an implicit or explicit couple agreement about EMA? 

3) Was the EMA planned or did you just fall into it? 

4) Emotionally and sexually what did you expect from the EMA? 

5) How did the EMA end or if it is ongoing how do you expect it to end? 


6) What is the most important thing you want your spouse to understand about you and 
the EMA? 


7) What are your most important positive and negative learnings from the EMA? 
8) What are your hopes and intentions about intimacy and sexuality in your marriage? 


An important insight is that often the injured partner assumes the EMA 
is the type she would have had if she had an EMA rather than dealing with 
the causes and type of EMA the involved spouse actually had. The most 
common cause of an EMA among American couples is high opportunity. 
Certain jobs are high risk for an EMA (“road warriors,” athletes, music 
performers, professors, ministers, police officers). Rather than the problem 
being a character flaw, the prime issue is opportunity (especially the male 
high opportunity/low involvement EMA). Women who work outside the 
home are more likely to have an EMA than homemakers (Glass, 2004). 
Conservatives use this data to argue for traditional stay-at-home mothers. 
Liberals and feminists dismiss this data. Accept scientific data, but be aware 
that EMA is multi-causal, not determined by a single cause or dimension. 

For treatment planning, an EMA caused by a desire to resurrect a 
cut-off part of the self or an EMA as part of an alcohol/drug abuse 
pattern has a different message than an EMA motivated by the need to 
leave a fatally flawed marriage or a secret involving sexual orientation. 
In assessment of the causes and meanings of an EMA it’s crucial to 
carefully explore the client’s attitudes, experiences, emotions, and values 
concerning relational and sexual factors. An important dimension is 
whether the EMA was planned and a choice—this is most common with 
EMA’s involving a variant arousal pattern, to determine if she is sexually 
functional in a new relationship, sex at a strip club or massage parlor, or 
taking advantage of a work trip or office opportunity for sex. A comparison 
EMA is rarely planned. Comparison EMA’s are like a pre-marital affair— 
highly romantic, passionate sex, and dramatic emotions. The sexual 
intensity and idealization combined with secrecy and illicitness is a 
powerful combination. It is important for the clinician to be non- 
judgmental, but inquire about the client’s experiences and feelings at the 


beginning of the EMA and at present (or if the EMA has ended, in 
retrospect). Almost invariably, the romantic love/passionate sex/idealized 
phase of the EMA changes significantly over time. 

What is the reality of the EMA for the involved partner? Does he 
believe the spouse is aware or has suspicions about the EMA? Contrary to 
“common sense” beliefs, an EMA can have a positive effect on marital sex 
and even loving feelings toward the spouse. Do not assume—it is crucial to 
explore past and present effects of the EMA on the client, marriage, and 
sexuality. If the EMA were discovered or disclosed how did this affect the 
involved partner, injured partner, affair partner, the marriage, and marital 
sexuality? What is the present state of the EMA, the marriage, and couple 
sexuality? 


Causes oF EMA 


Contrary to traditional beliefs about EMA, there is not one cause or one outcome. EMA’s are 
an example of multi-causal, multi-dimensional behavior which is influenced by individual, 
couple, cultural, and value issues. Among the possible causes of EMA’s are: 


e High opportunity 

e A desire for personal change or to resurrect a cut-off part of the self 

e To see if he is sexually functional since he is sexually dysfunctional in the marriage 
e Depression or alcohol/drug abuse 

e Developing the courage to leave a fatally flawed marriage 

e Acting out a variant arousal pattern (males) 

e Falling in love with a friend or work colleague 

e Revenge 

e Being sexual with someone of the same gender 


e As a way to alleviate boredom or loneliness 
Of course, there are many other possible causes. 


Another important dimension to explore is the client’s values, 
expectations, and experiences with EMA’s from her family of origin, 
religion, prior relationships, and their marriage. Especially important is 
whether there was a traditional or non-traditional agreement about EMA— 
whether explicit or implicit. The most common situation is one spouse 
(usually the injured partner) claims they had an explicit traditional 
agreement while the involved partner feels otherwise. The clinician stays 


away from “good-bad” blaming. Instead, increase awareness of the causes 
and dimensions of the EMA with an emphasis on learning from the past and 
an acknowledgement that the past cannot be changed. A crucial concept is 
to accept differing feelings and perceptions, but to confront lying about 
facts. Lying and power struggles make the healing process much more 
difficult. It is normal for the involved partner to deny or minimize the facts 
of the EMA. However, this subverts the understanding and healing process. 
It is normal for the injured partner to obsess on past details which keeps 
him stuck and reinforces the PTSD response, interfering with making 
meaning and the recovery process. This is hard clinical work, but important 
and worthwhile. 

A crucial factor is to assess the EMA in context of the individual and 
couple psychological, relational, and sexual history rather than treating the 
EMA as the centerpiece of their lives. The EMA needs to be understood 
and processed, not denied nor used as the defining element in the marriage. 
A helpful guideline is that an EMA itself should not cause a divorce—that 
gives the EMA power it doesn’t deserve. Don’t be controlled by stereotypes 
and myths, help both individuals process the causes, dimensions, and 
meanings of their EMA experience. 

In the individual histories it is crucial that the clinician help both the 
involved and injured partner to fully explore attitudes, experiences, and 
emotions regarding the EMA as well as the role and meaning of the EMA 
for the marriage and marital sexuality. Remember, respect individual, 
couple, cultural, and value differences-do not assume or be controlled by 
stereotypes. 


ComMMoN SELF-DEFEATING EMA Power STRUGGLES 


Perhaps the most common power struggle is whether this experience was an 
EMA. One extreme is the definition of an EMA needing to include 
intercourse. The involved partner says it wasn’t an EMA because they 
didn’t have intercourse. The injured partner turns to relatives and friends 
who say of course it was an EMA—it involved manual, oral, anal, or paid 
sex. The other extreme is the involved partner saying it couldn’t be an EMA 
because there wasn’t any touching. However, an emotional love affair 
caused marital sex to cease because the involved partner felt sex with the 
spouse would betray feelings for her lover. These examples make it clear 


that the assessment needs to involve an in-depth exploration of the 
emotional and sexual dimensions of the EMA. 


DIMENSIONS or EMA 


e Is this a sexual, emotional, or comparison EMA? 
e Is this a single incident, compartmentalized, or an ongoing EMA? 
e Does the EMA increase desire for marital sex or negate martial sex? 


e Level of emotional involvement-one night stand, acquaintance, friend, lover, potential 
life partner? 


e Is the spouse aware- is it a “don’t ask/don’t tell” situation? 

e Is this a massage parlor, prostitute, or ongoing paid EMA? 

e Does the EMA involve internet chats, cybersex, phone sex, or a second life? 

e Is this a work EMA, neighborhood EMA, or involve a religious or community group? 
e Is triadic, group, swinging, or poly relationships a factor in the EMA? 


e Does the marriage involve a traditional or non-traditional agreement about EMA’s? 
In making meaning of the EMA, the clinician needs to help the couple understand the EMA 
from the perspective of the involved partner, injured partner, and their marital bond. 


There are a multitude of possible categories of EMA’s, but to simplify 
let us consider three major categories: 


e High opportunity/low involvement 
e Ongoing, compartmentalized 


e Comparison 


The most common male EMA is high opportunity/low involvement. The 
estimate is that 22-25 percent of males have an EMA which is most likely 
to occur early in the marriage (Allen, et. al., 2005). Examples include going 
to a massage parlor and paying extra for a “happy ending,” a one night 
stand with someone he met at a bar, a cybersex EMA involving self- 
stimulation to photos or an erotic fantasy scenario, going to a strip club and 
receiving a lap dance, or paid fellatio or intercourse. Most males do not 
classify this as an EMA, labeling it as “normal male playing around.” 
Women also have high opportunity/low involvement EMA’s, but they are 
less common and seldom paid. 


The most common type of female EMA is a comparison EMA, with 
approximately 11-15 percent of women engaging in an EMA (Allen, et al., 
2005). Examples include a yearlong romantic love/passionate sex/idealized 
EMA with someone at work, a non-consummated EMA involving kissing, 
sharing deep feelings, and perhaps stimulation to orgasm, an EMA 
involving intense emotional/loving feelings but not acting on them, and 
considering leaving the marriage for the EMA partner (this is more 
commonly a male pattern). Comparison EMA’s, especially the female 
comparison EMA, is the most challenging for the marriage because it is a 
reversal of the traditional double standard and mixes emotional and sexual 
intensity which amplifies feelings of betrayal. 

The third type of EMA—the compartmentalized, ongoing EMA 
illustrates two dimensions. First, the EMA can take on a role and meaning 
not originally intended. An example is the classic movie “Same Time Next 
Year” that follows a couple’s EMA for 25 years. Second, EMA’s are much 
easier to get into than out of. A typical clinical mistake is the involved 
partner says he’s ended or will end the EMA. The clinician assumes it’s 
over rather than deal with the complexity, ambivalence, and logistics of 
ending an EMA. The involved partner, injured partner, and clinician need to 
realize that EMA’s are quite difficult to terminate. 

Examples of compartmentalized EMA’s include meeting up with a 
partner five or 10 times for sex at a two-week training, returning to the city 
you grew up in and meeting the old girlfriend for sexual encounters, 
covering yourself for child care and meeting in a hotel one Friday a month. 
In assessing the compartmentalized EMA it is important to determine how 
it has changed emotionally and sexually over time. 


Issues or EMA DISCLOSURE 


Often it is the discovery of the EMA which precipitates therapy. Typically, 
the injured partner is pushing for more disclosure and details while the 
involved partner insists that it’s time to let go and move on. Like most 
power struggles, this is in no one’s best interest. Each spouse feels he is not 
listened to and instead feels harassed. These fights generate much heat, but 
little light. They are stuck in the pursuer-distancer dynamic. In breaking this 
cycle, the clinician encourages open processing of important themes, but 
confronts obsessing about details. The PTSD model focuses on developing 


a genuine narrative and coherent meaning about the EMA. The EMA 
deserves to be carefully processed, but does not deserve to be controlling. 

If the injured partner does not know about the EMA should it be 
disclosed? There are two clinical guidelines in deciding whether to disclose. 
First, if the EMA is likely to be disclosed by someone else, it is much better 
to be disclosed and processed in the therapist’s office. Second, if there is an 
important message to the EMA (for example, the existence of a variant 
arousal pattern, a symptom of bi-polar disorder, planning to leave a fatally 
flawed marriage) this message needs to be processed. The meaning of the 
EMA is a major factor in the individual and couple decision-making 
process. 

Not every sensitive/secret issue needs to be disclosed. The motivation 
for disclosure is therapeutic—to increase understanding and motivation— 
not to be politically correct or to transfer hostility or guilt. The question for 
the clinician is whether disclosure will promote individual and couple 
growth. If the decision is to share the themes of the EMA (which occurs in 
approximately 90 percent of cases), usually the best time to do so is during 
the couple feedback session. 


TERMINATED VERSUS ONGOING EMA 


In determining therapeutic strategy, whether the EMA is continuing is a 
crucial dimension, but not the deal-breaker as traditionally believed. The 
spouse can play a pivotal role in helping the involved partner terminate the 
EMA. EMA’s are difficult to end. The ambivalence, regret, missing the 
intensity and drama of the EMA, and guilt can serve to burden the involved 
partner and interfere with healing of the marriage. 

If the EMA has been terminated (he has stopped going to massage 
parlors, the work EMA ended badly, or the woman has ended her 
comparison EMA), a crucial focus is understanding and making meaning of 
the EMA. This involves an emotional agreement with the spouse about 
honesty and transparency concerning phone calls, texts, e-mails as well as 
not meeting the EMA partner. In many situations, like a work or 
neighborhood EMA, contact is inevitable. The core issue is to confront 
secrecy. It is crucial that there be a genuine agreement, not the politically 
correct “I will never think of the person or the sex again.” Rebuilding 
genuine trust involves no “sins of commission”—no lying to the spouse. If 


there are sensitive issues raised during the week that the client does not 
want to engage, he is advised to say, “Let’s talk about this in our therapy 
session.” 

The therapeutic strategy is to confront blaming/shaming power 
struggles. The positive focus is on the couple making meaning of the EMA 
and rebuilding a strong trust bond. The repeated theme is that the couple 
can learn from the past, but not change it. The focus is on the present and 
future—making meaning of the EMA, rebuilding emotional intimacy, 
creating a strong trust bond, engaging in touching, and building a new 
couple sexual style with strong, resilient sexual desire. 

The challenge with an ongoing EMA is working as a couple to 
terminate the EMA. The injured partner cannot do it for the involved 
partner, but can be her supporter and ally. It gives the injured partner a 
positive role rather than passively obsessing about the EMA. The clinician 
needs to help the couple tailor an intervention that will work practically and 
emotionally and close the EMA chapter. 

A common (but very difficult) intervention is to invite the EMA 
partner to lunch at the couple’s home. There is no alcohol, weapons, or 
drama. The couple has rehearsed in the therapist’s office how to speak to 
the EMA partner, and strategies to respond to his possible reactions. The 
couple states that they are committed to working on their marriage, are in 
couple therapy, and need to create an honesty/transparency agreement 
which includes “walling off’ the EMA partner. They are rebuilding their 
trust/intimacy/sexuality bond and need him out of their lives. This means no 
contact of any kind (e-mail, text, phone, in person). If there is any contact, 
she will tell the husband—no secrecy or cover-up. 

This strategy gives the injured partner a positive role in dealing with 
the EMA. He supports her in terminating the EMA. This gives them 
freedom and space to make meaning of the EMA and rebond their 
relationship. Rather than a power struggle, they are an intimate team 
working together to end the EMA, revitalize their marriage, and develop a 
new couple sexual style. 

Typically, the couple agrees to a weekly five-minute check-in to verify 
there is no contact and to address any potential problems. 


MakInGc MEANING OF THE EMA 


Making meaning is the major focus of the therapy sessions. It is crucial for 
the couple to develop a congruent narrative which is acceptable to both the 
injured and involved partners. Creating genuine meaning involves exploring 
individual, couple, sexual, family history, and contextual factors which 
contributed to the EMA. The prime responsibility for the EMA rests with 
the involved partner, but it does no good to shame or demonize him. Both 
the involved and injured partner need to accept responsibility for their 
behavior-owning psychological, relational, and sexual strengths and 
vulnerabilities. 

To make this concept personal and concrete, the involved partner 
writes a letter to the injured partner which is revised and vetted by the 
therapist to ensure that it is truly therapeutic. In the letter the involved 
partner: 


e Takes responsibility for the EMA ° Owns his negative and positive 
learnings from the EMA experience 


e Apologizes for the EMA in a genuine manner and asks for the 
spouse’s forgiveness 


e Is specific about the psychological, relational, and sexual changes he 
is committed to 


e Requests her support and input in the process of making meaning 
of the EMA 


e What he will do to create a satisfying, secure, and sexual 
marriage, and what he requests from the spouse. If this is a 
marriage which cannot be revitalized, what they need in order to 
achieve a good divorce and co-parent. 


EMA-GENUINE FORGIVENESS 


Forgiveness is an integral component of EMA treatment and can be therapeutic whether the 
couple stays together or not. A genuine apology is very different than “I’m sorry” or “I am a 
bad person.” 


The apology session is part of a process where the involved spouse clearly recognizes and 
acknowledges the distress and pain caused by the EMA, takes responsibility for the impact on 
the injured spouse, and apologizes for the emotional injury. The involved spouse makes a 
genuine commitment to trust, intimacy, and sexuality. The apology session is a face to face 
process, usually accompanied by an apology letter. The injured spouse’s acceptance of the 


apology does not mean forgetting about the EMA, but it does mean that the relationship is no 
longer controlled by the hurt/anger of the EMA. The injured spouse no longer is driven by 
desire for punishment or revenge. 


The apology frees both people to move on with the therapeutic process and their lives. 
The apology session has value whether they recommit to their martial bond or decide to 
terminate the marriage. If they choose to recommit to building trust, intimacy, and sexuality, 
the apology is a crucial component in making meaning of the EMA and freeing energy to 
create a stronger marriage-a resilient couple and sexual bond. A trustworthy relapse prevention 
plan is part of this process. If they terminate the marriage, the foundation has been set for a 
“good divorce” with each person free to create a new emotional, relational, and sexual life. 


The letter is read aloud in the therapy session. The injured partner has 
the opportunity to ask questions, clarify perceptions, and state her feelings. 
When she accepts the apology, they agree to not use the EMA as a weapon 
in a power struggle, but continue to clarify meaning of the EMA. They 
accept that they cannot change the past; the focus of change is the present 
and future. 


THe “BotH-Anb” APPROACH TO TREATMENT 


Rather than the traditional hierarchical approach of first dealing with the 
EMA, then forgiveness, then trust, then emotional intimacy, and finally 
sexuality, this model is a focused, time-limited, “both-and” treatment of 
EMA (McCarthy & Wald, 2013). The focus is making meaning of the 
EMA, a three tol2 month time frame, and dealing with intimacy, trust, 
touching, and sexuality issues from the beginning of treatment. The 
clinician helps the couple process the meaning of the EMA, neither 
avoiding/denying nor giving the EMA more power than it deserves. The 
EMA should not have the power to end the marriage. In fact, over 70 
percent of marriages survive an EMA. The easiest to survive is the male 
high opportunity/low involvement EMA and the most challenging is the 
female comparison EMA. 

In addressing individual and couple psychological, relational, and 
sexual dimensions it is crucial to understand that the issue is not whether 
they stay married or get divorced. Staying married is not a success and 
divorce is not a failure. It takes two people to remain married and only one 
to opt for divorce. The crucial issue is to help the clients make a “wise” 
decision—one which works both emotionally and practically and in the 


long as well as short term. Mental health clinicians have been criticized 
for accepting short-term emotional choices rather than promoting wise 
decisions. 


COMMON OBJECTIONS TO THIS THERAPEUTIC APPROACH 


A common objection is that therapy accepts EMA’s rather than preventing 
them. We agree that primary prevention is optimal in almost all areas of 
mental health, health, marriage, and sexuality. However, clinicians need to 
help clients deal with the reality of their lives; not be stuck in “if only” 
thinking. You can help clients change the present and future, but not the 
past. 

A related controversy is the belief that this model enables EMA’s or at 
least does not denounce EMA’s. Dealing with the reality of the EMA in a 
therapeutic manner for the injured partner, involved partner, and couple is 
not to endorse EMA’s, but to endorse learning, responsibility, meaning, and 
healing. 

Understanding that EMA is multi-causal and multi-dimensional 
challenges the simplistic, judgmental approach of blaming the involved 
partner and giving sympathy to the injured partner. EMA’s have different 
roles and meanings-increasing understanding and empathy is therapeutic. 

Pro-marriage clinicians (and I count myself in that group) do not 
promote EMA, but do accept the reality and diversity of human behavior. 
Breaking the trust bond is not a simple issue—different clients have 
different meanings of what the trust bond entails. The trust bond can be 
rebuilt in a clearer, stronger manner as the couple implements learnings 
from the EMA. Extreme promises (“Pll never fantasize about another 
person” or “Pll never masturbate”) are replaced by positive, realistic, 
personally relevant agreements about trust in this relationship. 


SEXUAL RECOVERY FROM THE EMA 


A largely ignored issue is the importance of sexual recovery from an EMA. 
Survival is not enough—personal, relational, and sexual recovery is a vital 
dimension. 

The client cannot compare marital sex with EMA sex. EMA sex is like 
the romantic love/passionate sex/idealization phase of a pre-marital affair 


with the addition of secrecy, illicitness, and breaking boundaries. The 
motivating, empowering comparison is the new couple sexual style 
compared to couple sexuality before the EMA. 

The traditional therapy model emphasized a hierarchical approach to 
treating EMA: (1) understand what caused the EMA, (2) focus on the role 
of the “infidel” and effects on the “victim,” (3) express feelings of betrayal 
(4) work to rebuild trust, (5) after a period of months explore couple 
intimacy, and after a period of one to two years start to rebuild couple 
sexuality. Our therapeutic model features a “both-and” approach of 
making meaning of the EMA for the involved partner, injured partner, 
and the marriage as well as rebuilding trust, intimacy, and sexuality. 

For this process to be positive and integrative a crucial component is 
creating a new couple sexual style. You cannot compare marital sex with 
EMA sex, it’s “apples and oranges.” The healthy model is couple sexuality 
after the EMA as opposed to before the EMA. The challenge is to build 
strong, resilient desire/pleasure/eroticism/satisfaction. 

We do not advocate EMA’s as a way to enhance couple sexuality. The 
joke among clinicians is that EMA’s are good for therapeutic practices, but 
not for the couple. You can process attitudes, behaviors, and emotions to 
learn from them, but you cannot have a “do-over.” Process emotional 
learnings and honor the experience, but don’t feel controlled by the EMA. 
Change occurs in the present and future. 

Why is developing a new couple sexual style with strong, resilient 
sexual desire so important in healing from an EMA? Focusing on couple 
sexuality gives you the opportunity to implement learnings from the EMA 
so you become a resilient, vital, intimate sexual couple. 

Rather than anguishing about betrayal and obsessing about EMA sex, 
the involved and injured partner join to integrate 
desire/pleasure/eroticism/satisfaction. The EMA is best understood as a 
wake-up call and a challenge to be an intimate sexual couple. So many 
couples treat sexuality with benign neglect until the crisis of an EMA. In 
sexual recovery from an EMA, a core commitment is putting time and 
energy to maintain vital, satisfying couple sexuality. 

Couple sexuality embraces learnings from the EMA rather than 
denying them. For example, some women find a new sexual voice through 
the EMA. If she “owns” her voice rather than attributes it to the EMA or to 
the EMA partner, she can integrate this new learning into their couple 


sexual style. The man who learned to value pleasurable and playful touch in 
the EMA transitions this learning to their new couple sexual style. Help the 
couple integrate intimacy, non-demand pleasuring, and eroticism in a 
manner which promotes strong, resilient sexual desire. Sexual recovery 
from an EMA and developing a new couple sexual style is not just an add- 
on or something to begin after everything else is dealt with. In the both- 
and approach, sexual recovery is an integral dimension of 
comprehensive couple therapy for an EMA. 


‘TRADITIONAL AND Non- TRADITIONAL RELAPSE PREVENTION 
AGREEMENTS 


Relapse prevention is an ignored component of most mental health and 
health treatment. A relapse prevention plan should be part of any 
comprehensive treatment program, especially important in areas of 
marriage, sexual desire, and recovery from an EMA. 

Most couples, perhaps 80-85 percent, commit to a traditional trust 
and monogamy agreement. 


TRADITIONAL RELAPSE PREVENTION AGREEMENT 


The majority of people prefer a relapse prevention plan rather than having to deal with a 
second EMA. The traditional relapse prevention EMA agreement involves three components. 
The first is based on the assumption that EMA can potentially occur with most people and 
most marriages. Recognition and processing of individual and couple vulnerability factors is 
crucial. Specifically, each spouse identifies what type of situation, mood, or person would 
make them vulnerable to an EMA. These vulnerabilities are shared with the spouse so that 
both are cued into potential high risk people, situations, and moods. Interestingly, few people 
share the same vulnerabilities. Sharing and processing personal vulnerabilities is therapeutic in 
itself as well as increasing each partner’s awareness. 


Second, the couple makes an emotional commitment to alert the spouse if he is in a high 
risk situation rather than impulsively or secretly acting out the EMA opportunity. This 
agreement makes clear the importance of an emotional cost-benefit assessment of the potential 
EMA and its impact on the person, spouse, and marriage. This makes the potential EMA a 
conscious and planful process, robbing it of secrecy, spontaneity, and illicit transgression. 
EMA is approached as you would an important individual and couple decision. 


The third component is the commitment to tell the spouse within 72 hours if there has 
been an emotional or physical EMA. As in politics, the cover-up is more damaging than the 
actual incident. With EMA, the injured spouse’s feelings about lying and betrayal grow over 
time. This results in giving the EMA more power than it deserves. 


A major challenge for couples who successfully heal from an EMA is to create a genuine 
narrative about the EMA which empowers them in making meaning of the EMA, identify 
positive and negative personal and couple learnings, create a clear trust bond, and a new 
couple sexual style with strong, resilient sexual desire. This is easier to do if the involved and 
injured spouses deal with the EMA in a timely and efficacious manner. 


The key to an EMA prevention agreement is to confront denial (“it could never happen 
again”) and make a clear agreement which recognizes personal and couple vulnerabilities 
while affirming the value of the trust bond, sexual style, and commitment to a satisfying, 
secure, sexual marriage. 


The traditional relapse prevention agreement involves affirming the 
marital bond of respect, trust, and commitment and the value of marital 
sexuality and monogamy. It is important to be aware that 15-20 percent of 
couples decide on a non-traditional relapse prevention agreement. 


Non-TRADITIONAL RELAPSE PREVENTION AGREEMENT 


The core issue is what each person values about the marriage and family. The clinician should 
not assume the couple have traditional or non-traditional values, but be explicit in terms of 
emotional, relational, sexual, family, and cultural values. Especially important is to be clear 
about valuing security, satisfaction, or both. 


The boundary between privacy and secrecy deserves careful exploration. A common 
guideline is the person has a right to emotional and sexual autonomy and privacy—for 
example, erotic fantasies or preferred masturbation patterns. On the other hand, secrecy 
is commonly understood as sexual behavior which is at the expense of the spouse or the 
relationship. Each couple needs to negotiate their boundaries regarding privacy and 
secrecy. For example, swinging couples encourage viewing and sharing sexual scenarios, but 
not having a separate intimate relationship or an emotional connection with a swinging partner. 
The boundary for other couples follows the “don’t ask, don’t tell” guideline. 


The second part of the non-traditional agreement is what type of EMA is acceptable 
(triadic sex, sexual play in BDSM groups, sexual friendships). 


The parameters of non-monogamy including what to share and what not to share 
need to be clearly stated and negotiated. 


A third part of the non-traditional agreement is what types of EMA’s are not acceptable. 
These might include falling in love with another person, sharing sexual details, being sexual 
with someone the spouse knows. These need to be clearly spelled out. 


It is just as important, and perhaps more so, for non-traditional couples 
to have a relapse prevention agreement so future EMA’s do not subvert their 


lives and relationship. It is particularly important that they affirm what they 
value about being a couple, the types of EMA which are acceptable, and the 
types of EMA which would subvert the primary relationship. 

Many couples say they have gone through so much why do they need 
to consider relapse prevention. There are two positive reasons. First, the 
couple values their intimate sexual bond and want to ensure it remains vital 
and satisfying. Second, prevention is a better strategy than dealing with a 
second EMA crisis. The reality is that people, including happily married, 
sexually satisfied individuals, have specific factors which would make them 
vulnerable to an EMA. In identifying vulnerabilities and sharing them with 
the spouse a common discovery is that each spouse’s vulnerabilities are 
different, and sometimes the opposite. For example, she feels vulnerable 
when alone and depressed while he feels vulnerable when celebrating a 
promotion with a group from work. 

A second dimension of the traditional relapse prevention plan is to 
process the high risk situation with the spouse instead of secretly acting on 
it. What would the impact of the EMA be on the involved partner, injured 
partner, and their marriage? Processing beforehand makes the EMA a 
choice behavior rather than something the client secretly falls into. 

A third dimension of the agreement is that if there is an EMA 
experience-sexual and/or emotional, it is disclosed within 72 hours. EMA’s 
thrive on secrecy—this agreement challenges secrecy. Typically, the cover- 
up and sense of betrayal is worse than the EMA itself. 

Perhaps the best relapse prevention program is the commitment to 
a Satisfying, secure, and sexual marriage. 


CASE STUDY 


Lisa AND TREVOR 


When they married 22 years ago Lisa and Trevor discussed a number of important 
relational and life issues but, like the great majority of couples, ignored the issue of marital 
sexuality and EMA. Trevor was a bright, college-educated professional who was unduly 
influenced by the traditional male-female double standard. Early in the marriage when at 
business meetings (especially in Las Vegas) Trevor engaged in high opportunity/low 
involvement EMA’s—mostly paid sex but some weekend flings. Trevor felt this in no way 
impacted his marriage or marital sex. As he aged, paid sex dropped out. He had not had an 
EMA in eight years. Trevor assumed Lisa would never have an EMA. 


Although marital sex was functional, it was infrequent (a low sex marriage—twice a 
month or less) and not particularly bonding or energizing. Trevor joked with male friends 
about all the sex adolescent and young adults had rather than hard-working, middle-class, 
middle-aged couples. He teased Lisa they’d lost their “mojo.” 


Lisa was a successful professional, but in her personal life and marriage she felt bored 
and that life was mediocre. Although she loved her children, she found parenting adolescents 
stressful and not particularly rewarding. 


Lisa was asked to present a four-hour training program as part of the orientation for new 
employees, a task she really enjoyed. Three days later a 33-year-old MBA, Zachary, e-mailed 
asking her to be his professional mentor. As a 45-year old woman with a BA, Lisa was 
flattered. The professional relationship went well for 3 months. Neither had a hidden agenda 
or planned to become involved in an EMA. In fact, Lisa felt more engaged with Trevor, and 
marital sex increased partly because Lisa was feeling better about herself and more energized. 


When a business colleague told Lisa that Zachary was in the process of separating from 
his wife of two years she was empathic and supportive. To this day Lisa is unsure of the events 
which led them to fall into a comparison EMA (seldom are comparison EMA’s planned). What 
was unexpected was the emotional and sexual intensity. Lisa had not felt so sexually alive 
since the first year with Trevor. The sense of breaking personal and professional boundaries, 
secrecy, and fear of discovery at work or by Trevor added to the drama and emotional 
intensity. 


With increased involvement in the EMA, Lisa shut down sex with Trevor. It was not Lisa’s 
style to split herself sexually. This total shutdown alarmed Trevor and he asked whether Lisa 
was depressed or whether they should go away for a couple weekend. Lisa avoided any 
serious conversation. After weeks of emotional and sexual avoidance, Trevor made an 
appointment for couple therapy. 


The couple therapist utilized the four-session assessment model. Her initial reaction was 
that Lisa and Trevor were a typical two career couple with adolescents—too much stress, not 
enough fun and bonding. The therapist saw them as good people, but hypothesized there was 
something going on which was not voiced. 


Trevor scheduled the individual psychological/relational/sexual history session first. He 
mentioned his “unimportant” EMA’, but was almost certain that Lisa had been unaware and 
that she never had an EMA. He felt good about the marriage and family, disappointed in 
marital sex, and was unsure what was bothering Lisa. He reluctantly gave the clinician 
permission to disclose his early EMA’s, but said “don’t make it a big deal.” 


Lisa was willing to discuss her growing up, emotional issues, marriage and family issues, 
but reluctant to discuss sexuality issues. When asked the open-ended question, “The majority 
of married women have thoughts, feelings, fantasies, or experiences being sexual outside 
their marriage, tell me about your experiences.” Lisa was hesitant but didn’t want to lie to 
the therapist. At first, she minimized the EMA, but with gentle, nonjudgmental prodding she 
described the history and present state of the EMA. It had developed over a nine-month period 
and felt less dramatic and idealistic than three months ago. Although sex was still “hot,” Lisa 
worried about the EMA’ impact on her career because Zachary was underperforming 
professionally and she felt caught in a bind about their dual relationship. In addition, Lisa 


found Zachary self-centered and harsh in his judgment of the ex-wife. Lisa felt stressed about 
keeping the EMA secret from Trevor. 


Lisa is an example of how EMA’s become more complex over time and difficult to 
terminate. Although she was afraid of Trevor’s reaction, Lisa gave the therapist permission to 
share the EMA at the couple feedback session. 


Trevor was first in terms of feedback about his personal narrative. The clinician 
emphasized Trevor’s very real strengths including being pro-sexual and wanting a successful 
and secure marriage and family. In discussing vulnerabilities, the clinician pointed out 
Trevor’s double standard attitudes, low expectations of marital and sexual vitality, and weaved 
in his history of high opportunity/low involvement EMA’s. In processing his history, both 
Trevor and Lisa felt it was a coherent narrative. However, these issues had not been addressed 
in their 22 years. 


In describing Lisa’s narrative, the positive emphasis on her desire for a successful 
marriage and family was highlighted. In terms of vulnerabilities, the disappointment with 
marriage, marital sex, and parenting adolescents were issues. The reality of falling into a 
comparison affair at work—both how it developed and its present status-was described. A 
strength was that Lisa had not seriously thought of leaving the marriage and felt guilty over 
hurting Trevor. Clearly, Trevor was shocked. Labeling his reaction as a PTSD response was 
not an exaggeration. In processing Lisa’s narrative, especially the EMA, there were a range 
of emotions for both Trevor and Lisa. The clinician emphasized awareness of both partner’s 
reactions. She advised against denial on one extreme and dramatic emotional attacks on the 
other. 


The clinician recommended a both-and therapeutic plan. They would address marital 
and trust issues, intimacy and sexuality, and make meaning of the EMA-including how to end 
the EMA. The psychosexual skill exercise assigned between sessions was to develop a trust 
position. This would break their avoidance of touch and reinforce that healing from the EMA 
is a couple process. In addition, both Trevor and Lisa were encouraged to engage in self-care 
activities and stay away from dramatic or extreme behavior. 


Therapy began on a weekly basis with the clinician actively structuring the sessions. 
Between sessions she helped Lisa craft a letter about the EMA, her hopes for the marriage, 
and marital sexuality. This letter was read aloud at the fourth couple therapy session and 
Trevor accepted Lisa’s apology. At the end of the session, the therapist strongly suggested that 
Lisa and Trevor develop a concrete plan to terminate the EMA. Trevor was very enthusiastic 
about this strategy both because he wanted the EMA chapter closed and because this provided 
him a positive, active role. In the next session, the clinician helped them plan a detailed 
scenario where they invited Zachary to their house for lunch to “close the emotional and 
sexual window” on the EMA. Clinicians fear that this strategy will result in damage to the 
couple. They also worry that the EMA partner will refuse to attend the session or be very 
disruptive. Although the clinician needs to be aware of these factors and use this strategy in a 
measured manner, in the great majority of cases it is very valuable. In this case, this 
intervention freed Lisa and Trevor to focus on emotional and sexual rebonding and 
reenergizing their marriage. The issue of honesty/transparency was made clear to Zachary, no 
secret communication. Lisa and Zachary would maintain clear professional boundaries at 
work, including ending the mentor relationship. This freed Lisa and Trevor to focus on 
emotional and sexual rebonding and reenergizing their marriage. 


The clinician emphasized that making meaning of the EMA, discussing trust and 
emotional intimacy, and especially the challenge of developing a new couple sexual style were 
couple issues. Specifically, she confronted Trevor about not using the EMA to punish Lisa or 
punish himself by obsessing about sexual details. The clinician suggested that Trevor draft a 
letter to Lisa taking responsibility for his double standard attitudes and earlier EMA 
experiences. 


The challenge for Lisa was to “own” both positive and negative learnings from the EMA 
and integrate these into her sexual voice and their new couple sexual style. Lisa and Trevor 
needed to raise their expectations about marital satisfaction and sexual vitality. Lisa 
especially liked the clinician’s suggestion that sexuality could be a “port in the storm” while 
parenting adolescents. Trevor made the observation that the children were glad to see their 
parents more engaged with each other. 


As is usually the case, the therapy process was “two steps forward, one step back,” 
especially in dealing with the meaning of the EMA. Their new repertoire of utilizing sensual, 
playful, and erotic touch in addition to intercourse provided energy and reduced EMA 
comparisons. 


After 10 weeks, the clinician suggested they switch to every other week sessions. On the 
non-therapy week, they kept the time and engaged in therapeutic activities at home whether 
talking, implementing a psychosexual skill exercise, reading material on the strengths and 
vulnerabilities of their new Complementary couple sexual style, or taking a walk and 
discussing an important emotional issue. 


Two sessions later, Lisa and Trevor received the relapse prevention guidelines and choose 
three which were personally relevant: (1) if they had an argument over an EMA issue, they 
would call for a “booster” session and table discussion until the therapy session, (2) 
schedule a check-in session every six months for two years, and (3) if they had a negative 
sexual experience treat it as a lapse and be sexual in the next two or three days. Both Lisa 
and Trevor felt their marriage and marital sexuality were better than before the EMA crisis. 


Key CLINICAL POINTS 


Working with issues of EMA is challenging for the involved partner, injured partner, and the 
clinician. EMA is an excellent example of a multi-causal, multidimensional issue with large 
individual, couple, cultural, and value differences. It is crucial that the clinician not take a simplistic, 
judgmental approach to EMA’s, but instead conduct a careful assessment. Do not assume. The four- 
session assessment model is particularly valuable in understanding the role of the EMA for the 
injured and involved partners. 


Most marriages survive an EMA—the most challenging is the female comparison EMA. Rather 
than the traditional hierarchical approach, a both-and approach is therapeutic. This includes 
examining the EMA from the perspectives of the involved partner and the injured partner, making 
meaning of the EMA, focusing on trust and intimacy, and rebuilding touching and sexuality. These 
issues are addressed in a comprehensive manner from the onset of therapy. A core question is 


whether the couple can make a commitment to create a satisfying, secure, and sexual marriage or 
whether a good divorce is the goal. 


Forgiveness is an important component in the process, but an even more important component is 
sexual recovery from the EMA. The motivating, empowering comparison is the new couple sexual 
style of intimacy, pleasuring, and eroticism with a focus on strong, resilient sexual desire. A 
consistent theme in treatment is the couple cannot change the past (although they can learn from the 
past), but can change the present and future. Specifically this means a strong marital commitment, 
trust bond, and couple sexual style. An individualized relapse prevention plan is an integral 
component in the treatment of EMA. 


Chapter 11 
Sex Therapy for Clients with a 
History of Sexual Trauma 


The field of trauma, especially sexual trauma, is one of the most 
controversial in mental health. Historically, sexual trauma was ignored and 
treated as a “shameful secret.” With the publication of The Courage to 
Heal, the pendulum swung to the other extreme of trauma being the 
defining element in the person’s life (Bass & Davis, 1988). The challenge 
for clinicians dealing with individuals and couples with a history of sexual 
trauma is how to process and make meaning of the trauma while 
empowering the client to be a healthy sexual adult. The focus is sexuality 
having a positive 15-20 percent role in the person’s life and intimate 
relationship. 

When addressing trauma issues, a core question in the individual 
psychological/relational/sexual history session is, “As a child or adolescent, 
what was the most negative, confusing, guilt-inducing, or traumatic thing 
that happened to you?” A wrap-up question is, “In your entire life what was 
the most negative, confusing, guilt-inducing, or traumatic experience?” 
Clinicians are surprised to discover that for many clients, even those with a 
history of child sexual abuse, incest, or rape, present adult sexual problems 
are the most negatively impactful. 

The hardest concept/data for clinicians to grasp is that sexual trauma is 
not the prime cause of sexual dysfunction for individuals and couples 
(Rellini, 2014). It is easy to believe the accepted “clinical wisdom” that 
sexual trauma is always the prime cause of adult psychological and sexual 
problems. An even more difficult concept/data to accept is that for a 
significant number of individuals and couples the sexual trauma can be 
processed in a manner which allows the person to be a “proud 
survivor” who values adult sexuality which is mutual, pleasure- 


oriented, and involves desire/pleasure/eroticism/satisfaction (McCarthy 
& Breetz, 2010). 


HONORING THE History oF TRAUMA WITHOUT GIVING IT CONTROL 


Theoretically and clinically, helping the client process and honor the trauma 
history while emphasizing being a proud survivor who embraces healthy 
adult sexuality is a challenge. This requires respect for individual, couple, 
cultural, and value differences. 

The major forms of sexual trauma are child sexual abuse, incest, and 
rape. Other negative sexual experiences include dealing with a sexually 
transmitted infection, an unwanted pregnancy, being sexually harassed, 
guilt about fantasies or masturbation, being exhibited to, peeped on, 
receiving obscene phone calls; a sexual dysfunction, sexual rejection or 
humiliation, or feeling badly about sexual body (for males, a small penis 
and for females, breasts that are too large or too small). By age 25, 90-95 
percent of both males and females have had at least one negative sexual 
experience. When focused only on child sexual abuse, incest, and rape this 
has impacted almost 50 percent of females and 20 percent of males (Rellini 
& Meston, 2007). Negative and traumatic sexual experiences are very 
common in our culture (as well as most cultures in the world). 

Many clients find this information helpful because traditionally sexual 
trauma has been treated as a “shameful secret.” The responsibility for 
sexual trauma lies with the perpetrator not the victim/survivor. There is no 
psychological benefit to feeling shame, either as a child or as an adult. 
Information about the near universality of negative sexual experiences can 
be reassuring because it “normalizes” this as a negative part of sexual 
development rather than the client feeling stigmatized or ashamed. 
Understanding how frequent sexually traumatic experiences are, especially 
for females, makes it clear that she is not alone and reduces the stigma and 
secrecy. This is not to accept that sexual trauma is okay or to minimize the 
problem, but to confront its hidden nature and encourage people to process, 
honor, and make meaning of traumatic experiences. 


LEVELS OF VICTIMIZATION 


¢ The abusive incident itself 
¢ How the incident is dealt with at the time 
e Adult sexual self-esteem 


Therapeutically, the second and third levels of victimization are usually 
more impactful than the abusive incident itself. This is in no way meant to 
“blame the victim.” It is to make clinicians and clients aware of the 
victimization/survivorship dimensions. 

The first level of victimization is the sexually abusive incident. People, 
especially children and adolescents, have the right to feel secure in their 
bodies and environment, not be subjected to abuse. The essence of 
childhood abuse is that the adult or older adolescent’s sexual wants override 
the emotional needs of the child. The great majority of perpetrators are male 
(whether adult or adolescent). Both females and males are vulnerable to 
being abused. Sexuality is a good thing in life, mutual, pleasure-oriented, 
and choiceful. Sexual trauma is negative, for the benefit of the perpetrator 
at the expense of the child, a sexual performance, and is manipulative and 
secretive. 

The second level of victimization is what happens at the time of the 
abuse. Traditionally, the child told no one—it became a shameful secret. At 
present, with greater awareness and mandatory reporting laws, the 
pendulum has swung to the opposite extreme. The abusive incident is 
disclosed (whether to friends, family, social service, or police) and dealt 
with in the context of those systems rather than listening to the needs of the 
child. We should never go back to the old system of secrecy and shame, but 
in many (if not most) cases the disclosure does not have a therapeutic 
outcome. Typically, the child wants three things: (1) the abuse to stop, (2) 
to understand the abuse in a manner where he or she does not feel 
blamed but can accept the complexity of the experiences, and (3) to 
have a positive, non-abusive relationship with the perpetrator. Very 
often, the child did not feel adults listened to her needs, much less tried to 
meet them. More commonly, the child feels manipulated by the system’s 
needs—this is especially true of the legal and social service systems. At the 
time (and in retrospect) the child feels anxious or angry, as well as confused 
and not respected. This is the second level of victimization. 

The most important issue in working with adults is the third level—is 
her adult self-esteem as a shamed victim, an anxious or angry victim, or a 


proud survivor? In working with an individual client or a couple with a 
sexual trauma history, the clinician repeats “You cannot change the past 
(although you can learn from the past). You can change the present and 
future.” The third level of victimization is having adult sexual self-esteem 
as a victim, and having her intimate relationship controlled by the trauma 
history. This gives the trauma more power than it deserves. The clinical 
challenge is to help the client process, make meaning, and honor the trauma 
history, but not allow it to be controlling. This sounds easy, but is a major 
challenge for the client, couple, and clinician. The clinical balance between 
helping the client process and make meaning of the sexual trauma history, 
the spouse being a partner in healing, and the most important component is 
creating a new couple sexual style which integrates 
desire/pleasure/eroticism/satisfaction. For most adult clients, couple sex 
therapy is the treatment of choice for those with a history of sexual trauma 
(Maltz, 2012). The partner without a traumatic history affirms the other 
partner’s emotional needs are of greater importance than his or her sexual 
wants. This is the opposite of what occurred with sexual abuse, incest, or 
rape. Sexuality is experienced as mutual, pleasure-oriented, choiceful, and 
an experience which can be discussed and processed. The client has the 
right to veto a sexual scenario, and have that veto honored by her partner. 
However, the client does not have the right to be sexually avoidant because 
that resensitizes sexual anxiety. They remain connected and engaged as an 
intimate sexual team. The most common scenario is that the couple 
transition to a trust position, and from that base of comfort and 
security reengage in a sensual, playful, erotic, or intercourse scenario. 
She develops a new “sexual voice” which involves awareness, openness, 
engagement, pleasure, and affirms couple sexuality. This process of 
developing an intimate, pleasurable, and erotic couple sexuality typically 
occurs over a period of three to six months, although for some couples this 
happens within weeks and for others requires two years or longer. Healthy 
couple sexuality is not about performance or proving something to the 
partner, but affirming the value of intimate, pleasure-oriented couple 
sexuality in contrast to sexual trauma. 


SPECIAL CHALLENGES FOR MALES WITH A SEXUAL TRAUMA HISTORY 


Although fewer males experience sexual trauma, males find confronting 
and healing from sexual trauma more difficult. This is due to three factors: 


1) The media and professional literature has focused on female 
victims. There is a myth that sexual trauma does not happen to 
males. Thus, the level of silence and shame is greater. 


2) The great majority of perpetrators are males so there is the 
stigma of same sex behavior, with the child or adolescent blaming 
himself and burdened by fear about sexual orientation. 


3) The most common type of sexual abuse is the adolescent being 
fellated to orgasm. The client says since he had an erection and 
orgasm (and might even have received money or special 
favors) how could it be abuse? 


For males the trap of the “shameful secret” is predominant. Let us confront 
these three mistaken assumptions. 

First, sexual trauma can and does occur with male children and 
adolescents. A major difference is that about half of female abuse involves 
hands-off experiences (exhibitionism, voyeurism, obscene phone calls, and 
sexual harassment). The great majority of male sexual abuse (whether the 
perpetrator is male or female) is hands-on experiences—being fellated or 
fellating, receiving or giving manual stimulation to orgasm, being active or 
passive in anal intercourse. Incest involving male children or adolescents is 
more common than traditionally believed. Incest is most likely to involve a 
cousin, sibling, brother-in-law, uncle, as well as step-father, father, or 
mother’s boyfriend. Men, especially in the prison system, are victims of 
sexual assault or gang rape. 

It is important to note that female adolescents or adults can and do 
sexually abuse male children. Rather than confronting these experiences as 
sexually abusive, the victim and male peers joke about “getting lucky.” The 
myth is that any sex is fine with males. The essence of sexual abuse is the 
child/adolescent’s emotional needs are overridden by the adult’s sexual 
agenda. The essence of healthy sexuality is choice. Sexuality can be talked 
about and processed, and involves mutual pleasure. Sex is not at the 
expense of the other person. The essence of sexual abuse is that the sex 
is at the expense of the child or adolescent’s emotional needs. 


Child or adolescent sexual abuse is not about gender or sexual 
orientation—it is about the older adolescent or adult misusing and 
manipulating the male victim/survivor. The shame surrounding being 
sexually abused or manipulated by a male has nothing to do with sexual 
orientation. There is excellent scientific evidence that male sexual 
orientation is biologically—driven, it is “hard-wired.” Being gay is not 
caused by sexual abuse. An example of being doubly victimized is the gay 
man who blames his sexual orientation on his history of abuse. A healthy 
approach is to embrace being gay as optimal for him with a commitment to 
live his life psychologically, relationally, and sexually as a survivor and a 
gay man. 

The man works with his partner as his intimate and erotic ally to make 
meaning of the sexual trauma and create couple sexuality which affirms 
desire/pleasure/eroticism/satisfaction. He views the spouse as a “partner in 
healing.” He deserves and expects his partner to be empathic and respectful, 
to be his trusted sexual friend. A core issue is the partner respects and 
honors the client’s veto. He cannot say “yes” to sex unless he has the 
right to say “no” to sex. They are intimate sexual friends who develop a 
couple sexual style which integrates intimacy and eroticism. Sexual abuse is 
about misused eroticism. Healthy sexuality is about valuing intimacy, 
pleasuring, and eroticism. 

The third core issue is the man accepting that he has a sexual trauma 
history which needs to be processed. He has the right to be a proud 
survivor. A favorite cognition is “living well is the best revenge.” The male 
trap is denial or minimizing trauma issues. Whether as a child, adolescent, 
young adult, or adult, the man has a right to his sexual story. Respect is a 
strength of the male role. Genuine respect is based on owning all of his 
psychological, relational, and sexual strengths and good experiences as well 
as owning his psychological, relational, and sexual vulnerabilities— 
including negative, guilt-inducing, confusing, or traumatic experiences. Too 
many men have a contingent self-esteem. He believes if his spouse or best 
friend knew of his trauma history they would pity him rather than respect 
him. A spouse, life partner, or sexual friend will “have his back” and be 
supportive of his emotional and sexual healing process and being a proud 
survivor. 


SPECIAL IssuES FOR FEMALE SURVIVORS 


One of the most positive trends in the mental health field as well as the 
culture is that of confronting the reality of sexual trauma for women and 
stopping blaming the victim. Whether child sexual abuse, incest, or rape, it 
is not the woman’s fault and guilt or shame is totally unnecessary. 

There are two special challenges for female victims/survivors. First, to 
accept the complexity of the negative/traumatic experiences, choose 
resources which help her process the experiences while confronting 
guilt/shame, and reinforcing her right to be a proud survivor. Second, to 
balance dealing with the past while affirming healthy female and couple 
sexuality in the present and future. There is not a “right” balance which fits 
for all women. The need to balance past and present is one of the most 
contentious in the mental health community as well as the culture. 

Let us examine the first challenge—accepting/processing/honoring the 
lessons from the past trauma. Either extreme approach is self-defeating—on 
one extreme denial or minimizing and the other extreme of making the 
trauma into a self-definition which controls her sexuality. These extremes 
give the trauma power that is not deserved. The process of becoming a 
proud survivor is a 1-2 combination of processing the trauma with a focus 
on making meaning and honoring the past. Second, focus on being an 
emotional and sexual survivor whose mantra is “living well is the best 
revenge.” Change occurs in the present and future where sexuality has a 
positive 15-20 percent role in her life and intimate relationship. 

Healing and revitalizing psychological and sexual well-being is not 
something she does on her own. Whether her resource is a therapist, spouse, 
best friend, sibling, or self-help group, she needs help: 


¢ Sharing her story with someone who is empathic and respectful 
e Confronting the “demons” and pain from the past 


e Accepting that the responsibility for abuse is the perpetrator’s 
not the victim/survivor’s 


e Feeling she has fully processed the abusive themes, learning from 
the past and honoring these learnings, 


e Committing to live her life emotionally, relationally, and sexually 
as a proud survivor 


e Developing an intimate sexual relationship 
e Encouraging the spouse to be a partner in healing 


e Valuing mutual, pleasure-oriented, and satisfying sexuality is 
integral to the healing and thriving process. 


Rather than a split between dealing with past trauma and healthy adult 
sexuality, the integrative approach emphasizes that doing both in a 
Synergistic manner is the best strategy. Sex therapy, whether with the couple 
or individual client, recognizes and honors the special challenges for those 
with a trauma history rather than making sexual trauma the paramount 
issue. This balance is a challenge for the clinician, the woman with the 
trauma history, and the man who is learning to be a partner in healing. As 
with other aspects of sexuality, it is crucial to assess for and be aware of 
treatment implications of individual, couple, cultural, and value differences. 
In my clinical practice I have seen clients where one session was sufficient 
to process and honor the trauma history and other clients where it was a 
matter of years using multiple therapeutic resources. The integrative 
approach with a focus on being a proud survivor is the therapeutic strategy 
which is motivating and empowering for the majority of individuals and 
couples. 


THE VETO AND ENGAGEMENT STRATEGY 


Unless she has the right to say no to sex (veto a sexual scenario or 
technique) she really doesn’t have the freedom to say yes to sex. A core 
intervention when one (or both) partners have a sexual trauma history is to 
give the person the right to veto a sexual scenario or technique with the 
assurance that the partner will honor the veto. Rather than repeating the 
abusive pattern, the client feels responsible for her sexuality, including her 
power to say no. With this as a foundation it is much easier to develop 
her sexual voice as a proud survivor who works with her partner to 
create a new couple sexual style which promotes 
desire/pleasure/eroticism/satisfaction. Without the ability to say no and 
without the trust that the partner will honor her veto, the client feels 
exposed and vulnerable sexually-reminiscent of the feelings elicited by the 
sexual trauma. Healthy sexuality has boundaries for all people, not just 
trauma survivors, but is especially important for trauma survivors. 


Let us be specific about how a couple would implement the veto and 
stay sexually engaged. The woman experienced child sexual abuse with her 
drunken uncle rubbing his penis against her breasts, sometimes to orgasm. 
As a child she found this confusing and negative, and coped by pretending 
to be asleep. Her feelings both about the touch and the uncle were mixed 
and confused. She felt loved by the uncle and good feelings were elicited by 
the attention and touching, but mixed with strong feelings that this wasn’t 
right, she couldn’t talk about it, and didn’t know what to do except be 
passive and pretend to be asleep. Now as an adult in a partnered 
relationship, breast touching has that mixed but negative feeling, very 
different from kissing, cuddling, and receiving manual and oral stimulation. 
As the clinician helps her process the childhood experiences with breast 
touching at the time and in retrospect, it is clear that breast stimulation is 
not pleasurable for this client. In fact, breast stimulation subverts the 
pleasuring/erotic process. In addressing the trauma history with her partner 
the dilemma the client feels is clearly described so the partner is aware, but 
not blamed. In this case, the partner thought of himself as a “breast man” 
who perceived breasts as a visual turn-on and was aroused by giving breast 
stimulation. Both partners mourn the loss of the breast stimulation scenario, 
but rather than engage in a power struggle, they accept that the loss of the 
breast scenario has a therapeutic value. Her emotional needs for comfort 
and security overrode his desire to look at and touch her breasts. Her right 
to veto breast stimulation and he being her partner in healing by 
honoring her veto established the foundation for being an intimate 
sexual team. This is necessary, but not sufficient. 

If the sexual scenario stopped at that point, it would reinforce 
avoidance which gives power to the trauma history and is destructive to the 
woman and couple. Pleasurable and erotic touch is integral to establishing a 
new couple sexual style free from trauma. Sexual engagement is the crucial 
Strategy rather than stopping at the veto. The man was surprised to learn 
that as many as 50 percent of women do not value breast stimulation. This 
normalized her preferences. They read the comfort psychosexual skill 
exercise, talked about their feelings and preferences, and most important 
implemented it so that comfortable, pleasurable scenarios without breast 
stimulation were now integral to their couple sexuality. Both partners’ 
feelings and preferred scenarios were considered and implemented. Once 
her subjective arousal was a 5-6, she was open to manual and oral vulva 


stimulation which built erotic flow. Sexual responsivity was easy and her 
arousal reinforced his arousal more than the breast stimulation would have. 

The strategy of veto and engagement is particularly important for male 
clients with a sexual trauma history. Males cope less well with sexual 
trauma—they treat it as a shameful secret, usually not even telling their 
spouse or, if they tell, minimizing the experience. In part, this is because of 
the mistaken assumption that a male won’t be subject to abuse, in part 
because of the stigma of same gender sex and fear of what that means, and 
in part because often the adolescent is sexually aroused and orgasmic so 
how could it be abuse. The reality is that about one in five males has 
experienced child/adolescent sexual abuse, incest, or has been raped. 
Blaming or shaming the victim is unfair and unhealthy. As an adult, it is 
crucial that the man have the courage to disclose and process his sexual 
trauma history. This is not to make him feel like a victim, but to honor 
the trauma history, ensure it does not control sexual self-esteem or 
couple sexuality, and that he feels like a proud survivor who follows the 
adage “living well is the best revenge.” He cannot be both 
secretive/ashamed of the trauma history and be a proud survivor. Processing 
and honoring past trauma whether with a therapist, partner, trusted friend, 
or self-help group is the best way to confront destructive beliefs about male 
sexual trauma. Male children and adolescents are subject to sexual abuse, 
the perpetrator is typically a male adult or older adolescent the child knows, 
and very often the child/adolescent does experience sexual arousal and 
orgasm. The responsibility for the abuse lies with the perpetrator, not the 
victim/survivor. Sexual abuse is a totally different phenomenon than sexual 
orientation. Gay men with a trauma history need to process the abuse in the 
context of accepting that for him being gay is optimal. He can live his life 
as a proud gay man who has processed and honored his abuse history. 


LEVELS OF VICTIMIZATION 


The negative impact of sexual trauma on adult sexual development is worse 
for adults than the actual child sexual abuse. Primary prevention would 
mean no sexual trauma. However, child sexual abuse, incest, rape, and other 
negative sexual experiences (an unwanted pregnancy, contracting a sexually 
transmitted infection, being sexually humiliated, having a sexual 


dysfunction, being exhibited to) are almost universal. Clients need to deal 
with reality rather than deny or pretend. 

The second level of victimization is very important. The healthy 
process is the child/adolescent would disclose the sexually abusive incident 
within days, she would feel listened to and supported, and not feel blamed 
or shamed. Her needs to have the abuse stopped, understand the reality 
and complexity of the abuse without feeling responsible for it, and in 
many cases establishing a positive, non-abusive relationship with the 
perpetrator who apologizes is the healthiest outcome. Unfortunately, this 
rarely happens. Traditionally, the child told no one and it became her 
“shameful secret.” Now, with greater awareness and legal reporting 
requirements, there are a myriad of people and systems involved when 
abuse is revealed—police, social workers, school officials, family members, 
attorneys, and neighbors. These people often have conflicting agendas, and 
the child may feel her needs are not heard or addressed. She wants 
understanding and empathy, not sympathy. We should never return to the 
old pattern of secrecy, but unhelpful interventions result in the 
child/adolescent feeling like an anxious or angry victim. 

The third level of victimization is the most impactful. The trauma 
history’s negative effect on adult sexual self-esteem. The healthy outcome 
is seeing herself as a proud survivor. Unfortunately, more commonly, the 
adult feels like a shamed, anxious or angry victim. The sexual trauma 
history controls individual and couple sexuality. 

The pattern of the anxious victim is to approach sex in a tentative and 
inhibited manner which culminates in a sexual power struggle, resulting in 
sexual avoidance. Even when sex is functional, it is not vital or energizing. 
The adult does not own her sexuality; it is controlled by the trauma history. 

The angry victim does not experience sexuality as an intimate sharing 
of pleasure, but as a dramatic power struggle where the goal is to not be 
taken advantage of or be the sexual loser. The problem with the angry 
victim is that there is no positive sexual agenda for himself or the 
relationship. He is so intent on not being re-vicitimized that it controls his 
sexuality. The angry victim does not value desire/pleasure/eroticism and 
especially not satisfaction. 

When adult sexual self-esteem is controlled by the victim mindset it 
gives the sexual trauma power it does not deserve. The proud survivor 
honors the past trauma, but does not give it control. He is responsible for 


his adult sexuality and values choice, mutuality, and especially desire and 
satisfaction. Sexuality has a healthy 15-20 percent role in the person’s life 
and intimate relationship. 


CASE STUDY 


CYNTHIA AND AVERY 


Cynthia and Avery had been a couple for five years, and married almost three years. This 
was 33-year-old Avery’s second marriage and 34-year-old Cynthia’s first marriage. Both 
wanted a satisfying, secure, and sexual marriage, and a child they would raise together (Avery 
had a marginal relationship with a 14-year-old daughter from a non-marital adolescent 
relationship). Avery wanted to get marriage right this time, and engaged in reading, 
discussion, and couple therapy (McCarthy& McCarthy, 2005). Cynthia was committed to 
Avery emotionally, maritally and sexually. Both were heart-broken that intimacy and sexuality 
which had begun so positively was now a major problem in their relationship. They were 
unable to make the transition from the romantic love/passionate sex/idealized phase to 
establish a healthy couple sexual style. With avoidance and blaming, sex had a destructive 50- 
75 percent role, draining intimacy and energy. 


Cynthia consulted her individual trauma therapist as well as speaking with members of 
the incest survivors group she attended to help her deal with the fall-out of sexual abuse by 
her step-brother. They were very supportive of Cynthia, and blamed Avery for not being the 
partner she needed. The therapist (who had met Avery once) advised Cynthia to let the 
marriage go. The clinician agreed this was sad because they were good people, but not the 
kind of couple who could accept Cynthia’s trauma history. Cynthia found this very 
disheartening—they were a well-intentioned, loving couple who had failed. She blamed 
herself because of the incest history with the step-brother; others blamed Avery as not up to 
the psychological/relational challenge, and Avery went back and forth as to whether to blame 
himself, Cynthia, the relationship, or the therapists and self-help group. 


Avery googled sex therapists with a specialty in sexual abuse issues. He found a couple 
sex therapist with a specialty in trauma. The therapist had good professional credentials; her 
website did not promise miracle cures, but did provide clinically relevant and scientifically 
validated information about sexual trauma and couple sexuality. When Avery called, the 
clinician encouraged the couple to come for a four-session assessment involving an initial 
couple session, individual psychological/relational/sexual histories, and a couple feedback 
session to discuss issues and suggest a therapeutic plan. The therapist assured Avery she 
would not recommend a treatment program unless she felt it had at least a moderate 
probability of success—she did not want to take their time and money with no results. Both 
signed release of information forms for prior therapists and Cynthia signed a release for the 
trauma therapist. Avery had assumed that Cynthia would require additional sessions, but she 
too had one individual session. 


The prime theme from Avery’s individual session was his desire to be emotionally and 
sexually successful in this marriage and his confusion about how to make this happen. Avery 
was feeling drained by the sexual trauma issues and unsure what he could or should do about 
Cynthia’s trauma history. He genuinely wanted to be a partner in healing, but felt 


overwhelmed by the conflicting advice from books, therapists, and Cynthia’s shifting feedback. 
Was he like the step-brother or was he a sexual good guy? Avery masturbated daily—did that 
mean he was a sex addict who would abuse Cynthia? Maybe he wasn’t the man she needed in 
order to heal. 


Cynthia’s sexual story and dilemma was quite different. Her desire for a successful 
marriage and family was strong, but for her sexuality was the enemy. She had never liked the 
step-brother who began abusing her when he was 14 and she was eight. This continued on a 
regular basis until the mother divorced her second husband when Cynthia was 11. Cynthia did 
not tell her mother about the sexual abuse until she was 13. The mother was very angry at the 
ex-husband, step-brother, and at Cynthia for “letting it happen and not telling me.” Her 
arguments with her mother about the sexual abuse continue to this day. Cynthia had processed 
the sexual abuse incidents with a number of therapists and in two self-help groups. Cynthia 
understands it was not her fault, she was a child victim, her mother was not supportive, and 
Cynthia has a right to be vigilant around men and sex. With the support of the incest survivors 
group, Cynthia learned to masturbate to orgasm. She felt good about her ability to be sexually 
self-efficacious. However, this did not transfer to attitudes and self-efficacy in couple 
sexuality. Healthy couple sexuality was not part of the dialogue in therapy or the self-help 


group. 


At the beginning of their sexual relationship Cynthia was hopeful; she experienced 
romantic love and sexual desire. Unfortunately, that dissipated within six weeks, replaced by 
anxiety and self-consciousness. Cynthia knew that Avery wanted to be a good lover and please 
her. He believed if she could be orgasmic during couple sex it would resolve the past 
problems. He encouraged her to do self-stimulation before and during intercourse as well as 
use a vibrator during couple sex. Both Cynthia and Avery were pleased she was orgasmic, 
but confused and disappointed when this did not have an impact on sexual desire. In the last 
two years they had fallen into the sexual trap of high anticipatory anxiety, tension-filled 
intercourse, and frustration, embarrassment, and avoidance. They were stuck in a non-sexual 
marriage. 


Cynthia was sexually demoralized (she masturbated less than once a month and 
afterward felt lonely and sad). She felt badly about herself, Avery, the marriage, and feared 
she would never have the chance to be a mother. It was easy to feel empathy for Cynthia, but 
hard to imagine her changing. Could she feel good about herself psychologically, relationally, 
and sexually? Cynthia was trapped in the anxious victim role. 


The goal of the couple feedback session is to help each spouse create a new, genuine 
narrative of psychological, relational, and sexual strengths and vulnerabilities. This new 
awareness increases motivation for change. The proposed therapeutic contract was a six- 
month good faith effort to (1) process/honor the sexual trauma history with the focus on 
being a proud sexual survivor, (2) restructure their intimate sexual relationship so Cynthia 
was desirous and engaged with Avery as a partner in healing who would honor her veto and 
keep them sexually connected, and (3) develop a new couple sexual style which promotes 
desire/pleasure/eroticism/satisfaction. 


Couple sex therapy was a challenge for Cynthia, Avery, and the clinician, but it resulted 
in hard won, worthwhile sexual change. The biggest changes for Cynthia were to respond to 
the therapist’s admonition to be the proud survivor who develops a sexual voice focused on 
resilient sexual desire, sharing pleasure and eroticism, trusting that Avery would honor her 
veto, and be her partner in healing. The biggest changes for Avery involved his commitment to 


being Cynthia’s intimate and erotic ally and developing a satisfying couple sexual style rather 
than being tentative and apologetic. Avery was sexually positive and energized. He supported 
Cynthia’s sexual growth and reinforced the therapist’s mantra for sexual trauma—” Living 
well is the best revenge.” Cynthia embraced the adage, “You can learn from the past but 
cannot change the past; you can change the present and future.” Healthy couple sexuality 
gave a new impetus for her life, marriage, and hopes for a family. Sex with the goal of a 
planned, wanted child is a true aphrodisiac. Cynthia and Avery were able to become pregnant 
after four months, a major contributor to marital vitality and satisfaction. 


Rather than treating the marriage and marital sexuality as a “done deal,” they agreed to 
six-month check-in sessions for two years to grow their intimate relationship, prevent relapse, 
and integrate being parents with being a vital sexual couple. 


Key CLInicAL POINTS 


Sexual trauma is one of the most controversial issues in the mental 
health field as well as for the culture. Adults with a sexual trauma history 
are faced with very different models of treatment—from the intense years- 
long approach to understanding trauma as the defining issue in the person’s 
life to therapy which avoids trauma issues altogether. The therapeutic 
approach we suggest for the majority of clients is couple sex therapy. This 
combines processing/honoring the sexual trauma history with the focus on 
being a proud survivor, enlisting the spouse as a partner in healing, and 
developing a couple sexual style to create 
desire/pleasure/eroticism/satisfaction. 

This is a difficult, challenging therapy which is particularly sensitive to 
individual, couple, cultural, and value dimensions. The core theme about 
the past is to process and honor the trauma in order to promote being a 
proud survivor rather than being a shamed, anxious, or angry victim. The 
core adult theme is the freedom to use a sexual veto, stay sexually engaged, 
be intimate and erotic allies in healing, and enjoy the 15-20 percent role of 
intimate, interactive couple sexuality. 


Chapter 12 
Relapse Prevention-Growing an 
Intimate Sexual Relationship 


Relapse prevention is one of the most ignored areas in health and mental 
health. Marlatt (Marlatt & Donovan, 2007) made a strong argument that 
without a relapse prevention program clients are being shortchanged. 
Relapse prevention is an integral component of a comprehensive treatment 
program. Relapse prevention is a particularly important issue in sex therapy. 
Unfortunately, sexual problems have a high rate of relapse, especially 
sexual desire. Sexuality cannot be treated with benign neglect. 

There are two components of an individualized relapse prevention 
plan. The first is to ensure the therapeutic gains are maintained and 
reinforced. Second, is to grow and enhance the couple’s intimate sexual 
relationship. Both the clinician and couple may find it easy to fall into the 
trap of believing that once the problem is resolved and sex is functional that 
there is no need for additional intervention, a naive assumption. The most 
demoralized couples are those who change and then relapse. Do they blame 
themselves, each other, their relationship, or the therapist? Prevention is 
much more efficient than trying to re-motivate the couple to deal with 
another sexual dysfunction or a sexual crisis. 

An individualized relapse prevention plan is a necessary, integral 
component of comprehensive couple sex therapy. Typically, the last two 
sessions before termination of formal therapy are spent on developing a 
relapse prevention plan. The couple are given the following relapse 
prevention guidelines and asked to take them home, read and mark up 
personally relevant guidelines, discuss strategies, and choose two to four to 
implement in their relapse prevention plan. 


RELAPSE PREVENTION STRATEGIES AND GUIDELINES 


Set aside quality couple time and discuss what you need to do individually and as 
a couple to maintain a satisfying and secure sexual relationship. 


Every six months have a formal follow-up meeting either by yourselves or with a 
therapist to ensure that you remain aware and do not slip back into unhealthy 
sexual attitudes, behaviors, or feelings. Set a new couple goal for the next 6 months. 


Every four to eight weeks plan a non-demand pleasuring date or a playful or 
erotic date where there is a prohibition on intercourse. This allows you to 
experiment with new sensual stimuli (alternative pleasuring position, body lotion, or 
new setting) or a playful, erotic scenario (being sexual in the shower, a different oral 
sex position or sequence, or engaging in an asynchronous scenario rather than mutual 
sex). This reminds you of the value of sharing pleasure and developing a broad-based, 
flexible sexual relationship rather than intercourse as an individual pass-fail 
performance test. 


Five to fifteen percent of sexual experiences are dissatisfying or dysfunctional. 
That is normal, not a reason to panic or feel like a failure. Maintaining positive, 
realistic expectations about couple sexuality is a major therapeutic resource. 


Accept occasional lapses, but do not allow a lapse to become a relapse. Treat a 
dysfunctional sexual experience as a normal variation which can provide an important 
learning. You are a sexual couple, not a perfectly functioning sex machine. Whether 
once every 10 times, once a month, or once a year, you will have a lapse and sex will 
be dysfunctional or dissatisfying. Laugh or shrug off the experience and make a date in 
the next few days when you have the time and energy for an intimate, pleasurable, 
erotic experience. A relapse means giving up and reverting to the cycle of anticipatory 
anxiety, pass-fail intercourse performance, and frustration, embarrassment, and 
avoidance. 


The importance of setting aside quality couple time—especially intimacy dates 
and a weekend without children—cannot be overemphasized. Intimate couple time 
is a priority, even if only for an afternoon. 


There is not “one right way” to be sexual. Each couple develops a unique style of 
initiation, pleasuring, eroticism, intercourse, and afterplay. Rather than treating your 
couple sexual style with benign neglect, be open to modifying or adding something 
new or special each year. 

Good Enough Sex (GES) has a range from disappointing to great. The single most 
important technique in relapse prevention is to accept and not to overreact to 
experiences that are mediocre, dissatisfying, or dysfunctional. Take pride in being 
sexually accepting and having a resilient couple sexual style. 

Develop a range of intimate, pleasurable, and erotic ways to connect, reconnect, 
and maintain connection. These include five gears (dimensions) of touch. 


e Affectionate touch (clothes on) kissing, hand-holding, hugging. 


e Non-genital sensual touch, clothed, semi-clothed, or nude massage, cuddling on the 
couch, touching before going to sleep or on awakening. 

e Playful touch (semi-clothed or nude)—mixing non-genital and genital touch- 
romantic or erotic dancing, touching while showering or bathing, “making out” on 


the couch, whole body massage. 


e Erotic, non-intercourse touch-using manual, oral, rubbing, or vibrator stimulation 
for high arousal and/or orgasm for one or both partners. 


e Intercourse—sensuality, playfulness, eroticism naturally flow into intercourse. View 
intercourse as a natural continuation of the pleasuring/eroticism process not a pass- 
fail sex performance test. 


e Keep your sexual relationship vital. Continue to make sexual requests and be open to 
exploring erotic scenarios. Maintain a flexible sexual relationship that energizes your 
bond and facilitates special feelings of desire and desirability. Couples who share 
intimacy, non-demand pleasuring, erotic scenarios, and planned as well as spontaneous 
sexual encounters have a vital sexual relationship. The more ways in which you 
maintain an intimate sexual connection, the easier it will be to avoid relapse. 


At the last couple sex therapy session, the clinician discusses how the 
couple will monitor their plan, maintain gains, and establish growth goals 
for intimacy and sexuality. Ideally, the couple schedule a six-month check- 
in session and continue this for two years (there are couples who schedule 
follow-up sessions for five to 10 years). The check-in sessions convey a 
powerful message of concern and accountability to the relationship and the 
therapy. The therapist demonstrates he cares about the couple and their 
sexual relationship. If there are problems or a regression, it will be dealt 
with rather than ignored. 

In addition, the couple can use the resource of a “booster” session. If a 
sexual problem occurs and continues for two weeks or longer, a booster 
session can be extremely valuable to ensure this “lapse” does not become a 
relapse. Occasional dissatisfying or dysfunctional sex is normal. What is 
problematic is to fall into the pattern of anticipatory anxiety, tense 
performance-oriented sex, and frustration and embarrassment leading to 
sexual avoidance. Sexual avoidance is a poison which promotes relapse. 
Staying emotionally and sexually engaged individually and as a couple is 
necessary and healthy. 


RELAPSE PREVENTION STRATEGIES AND TECHNIQUES 


1) Continue to dialogue about intimacy and sexuality. An 
advantage of couple therapy is that on a once a week or 
biweekly basis the couple engage in a serious dialogue about 
their lives, relationship, and sexuality. Rather than going to the 
therapist’s office and paying a fee, the couple have the dialogue 


themselves. They can do this on a walk, over dinner, sitting on the 
deck with a cup of tea or glass of wine the day before being sexual. 
Devoting time and energy to maintaining their sexual bond is a 
wise emotional investment. It is just as important to acknowledge 
and reinforce positive dimensions of the relationship as it is to 
problem-solve. Remember, the mantra of a five to one ratio of 
positive attitudes, feelings, and experiences to problematic issues. 
Be open to sexual requests; do not make sexual demands. 


2) Maintain six-month check-in sessions for two years. Prevention 
is a more effective strategy than dealing with a second round of 
sexual dysfunction or a sexual crisis. Check-in sessions facilitate 
maintaining therapeutic gains and promoting sexual growth. 
Feeling accountable to each other and the therapist reinforces 
motivation to remain a sexually vital and satisfied couple. The 
check-in session ensures that the couple stays emotionally and 
sexually engaged and prevents sliding into an avoidance cycle. 
Avoidance builds on itself and subverts positive anticipation—the 
key to sexual desire. Even more important, set a sexual growth 
goal for the next six months. This could be a new pleasuring 
scenario, experimenting with self-entrancement arousal, a different 
intercourse position or type of multiple stimulation during 
intercourse, or a new afterplay scenario. Adding to their sexual 
repertoire promotes vital, satisfying couple sexuality. Routine and 
predictable sex, even if functional, is not energizing or vital. Add 
playfulness, experimentation, and energy to couple sexuality. 
Intimacy and sexuality cannot be taken for granted. Commitment 
and accountability prevent relapse. 


3) Schedule a non-demand pleasuring date at least once every 
four months, preferably monthly or bi-monthly. Typically, 
non-demand pleasuring experiences focus on playful and 
sensual touch (without expectation of intercourse or orgasm). 
Setting aside time for a pleasuring session reinforces intimacy, 
sensuality, and playfulness. This allows the couple to experiment 
with new pleasuring scenarios and techniques which can include 
an alternative pleasuring position, a new body lotion, playing in 
the den or guest room, and enjoying variability and 
unpredictability. 


Non-demand pleasuring reinforces the core dimension of touch 
and pleasure. Giving and receiving pleasure is the essence of 
healthy couple sexuality. This is in contrast to experiences of 
“foreplay” with sex as an intercourse performance. Maintaining 
pleasuring and sensuality provides a strong foundation for couple 
intimacy and sexuality. Non-demand pleasuring experiences serve 
to reinforce desire/pleasure/satisfaction—a prime strategy to 
combat relapse. 


4) Treat a sexual problem as a lapse, a mistake to learn from. Do 
not allow a lapse to become a relapse. Even among happily 
married couples who are free of sexual dysfunction five to15 
percent of sexual encounters are dissatisfying or dysfunctional. 
Lapses are a normal part of variable, flexible couple sexuality. 
Most of the time there is not a message behind a disappointing or 
dysfunctional sexual experience—it is a normal occurrence. 
However, a lapse can contain a message that sexual issues need to 
be attended to. Perhaps the message is that late night sex might be 
convenient but lacks vitality, that rushing to intercourse decreases 
pleasure, that intercourse has become routine, that working to 
ensure she is orgasmic robs the scenario of eroticism, that not 
using the stop-start technique has caused a regression to premature 
ejaculation, that “make-up” sex drains intimacy, or the multiple 
stimulation scenario has become too predictable. The message of 
the lapse is to increase sexual communication, put energy into the 
sexual relationship, and ensure that 
desire/pleasure/eroticism/satisfaction is functional and resilient. 

People are not perfectly functioning sex machines. There is an 
inherent variability and flexibility to couple sexuality. This is a 
good thing, not a problem. Do not panic or overreact to a 
dysfunctional or mediocre sexual experience. Rather than hoping it 
will never happen (an unrealistic expectation) employ mindfulness 
and other coping techniques to ensure the client does not relapse 
into anticipatory anxiety and tense performance-oriented sex. 
Whether it occurs once a month, every 10 times, or once a year the 
man will lose his erection, the woman will experience sexual pain, 
or one or both partners will lack sexual desire. Accept this as 
normal, there is no need to apologize, panic, or blame. The sexual 


experience is frustrating and disappointing, but it does not mean 
she is sexually dysfunctional. Ideally, they can laugh or at least 
shrug off the experience and make a sexual date in the next few 
days when she feels desirous, receptive, and open. Even better, 
when sex does not flow, she turns toward her partner to share a 
sensual or erotic scenario. The negative sexual experience can turn 
into a positive one. 

A key coping strategy is to ensure that a lapse does not become 
a relapse. Do not apologize or avoid, turn toward the partner as her 
intimate and erotic friend. 


5) Maintain positive, realistic expectations about couple sexuality. 
In movies (where healthy marital sex is never shown), sex is 
portrayed as spontaneous, intense, passionate, and perfect. The 
reality for married or partnered couples is if they have 
“Hollywood” type sex once a month, they beat 95 percent of real 
life couples. 

Sexual expectations need to be positive and realistic. The Good 
Enough Sex (GES) model is key for sexual satisfaction. If 
sexuality is to remain vital and satisfying, they need to accept that 
couple sexuality is inherently variable and flexible with a range of 
roles, meanings, and outcomes. GES allows for a variety of 
individual and couple feelings and experiences. Although the hope 
is that the sexual experience will be mutual and synchronous, this 
is an unrealistic expectation for all, or even a majority, of sexual 
encounters. Most sex is positive, but not synchronous. Accept 
these experiences as normal. 

For sexuality to be satisfying and nurture the bond, both partners 
accept that couple sexuality is flexible and variable, rather than a 
pass-fail performance test. The GES approach to intimacy, 
pleasure, and eroticism emphasizes sexuality as a couple process. 
Sometimes sex is a tension reducer, sometimes a way to share 
intimacy and attachment, other times an erotic, passionate 
experience, a way to connect and heal from an argument, a time to 
share pleasure, or a bridge to reduce emotional distance. A crucial 
understanding is that often the sexual experience is better for one 
partner than the other. Asynchronous sexual experiences are 
normal and healthy as long as sex is not at the expense of the 


partner or relationship. Often, sex plays a different role—for one 
partner it’s about sexual pleasure, for the other it is orgasm as a 
tension reducer. Positive, realistic expectations are promoted by 
the acceptance of the different roles and meanings of the sexual 
experience. When the couple insist that each encounter be mutual 
and equal, this interferes with healthy sexuality. GES promotes 
acceptance and satisfaction. 


6) Plan intimacy dates, especially a weekend without children. 
Too many couples, especially those with children and two 
careers, underplay the 15-20 percent energizing role of 
sexuality. So much of their time and activities involve children 
and other families. This is a good thing, but not at the expense of 
the couple bond. Late night sex becomes the norm because that’s 
the time they are finally alone without conflicting needs and 
responsibilities. The vulnerability of late night sex is it is a 
predictable routine. Even if sex is functional, it is not vital and 
energizing. 

A cultural belief is that spontaneous sex is more natural than 
planned sex. The reality is that over 80 percent of sexual 
experiences are planned or semi-planned. Planned intimacy dates 
are the norm, they can enhance anticipation. Although spontaneous 
sex is fun and special, if that’s the only sex the couple has they are 
vulnerable to a relapse. Healthy couple sexuality involves planned, 
semi-planned, and spontaneous sexual encounters. 

Going away as a couple without children whether for an 
overnight, a weekend, or a week is one of the best emotional 
investments the couple can make. Clinically, it’s not unusual to 
find couples who have not been away together since their first 
child was born. The most important bond in the family is the 
husband-wife bond. Intimacy dates and couple weekends at least 
once a year is one of the best things he does for the marriage and 
family. 

An advantage of intimacy dates is to confront the rigid pattern of 
the male always initiating with the expectation that all touching 
should lead to intercourse. Intimacy dates can be initiated by the 
woman or man. They are free to be sensual, playful, erotic, or 
involve intercourse. The flexibility and unpredictability of 


intimacy dates makes them inviting and facilitates desire. Whether 
the intimacy date occurs at home during lunchtime or on an 
overnight adventure, the couple is open to special sexual 
experiences. Couples report better sex on vacation because it 
breaks the routine. Value both planned and spontaneous intimacy 
dates. 


7) Generalize and expand the couple sexual repertoire. No matter 
what is written in Cosmopolitan or on the internet, there is not 
one right way to enhance eroticism or one right way to be 
sexual. Each couple develops their unique style of initiation, 
pleasuring, eroticism, intercourse, and afterplay. Couples who are 
open to experimenting with sexual scenarios and techniques report 
higher sexual desire. The more flexible the couple sexual style and 
the greater the acceptance of the multiple roles and meanings of 
touch and sexuality, the greater the resistance to relapse. 
Embracing GES with its emphasis on variability, flexibility, and 
complexity is a powerful relapse prevention resource. 

Intercourse is a prime dimension of healthy couple sexuality, but 
if intercourse is the only acceptable sexual scenario, the couple- 
especially the male-is vulnerable to relapse. Accepting broad- 
based sexuality-including sensual, playful, and erotic touching 
makes them much less vulnerable. The “intercourse or nothing” 
mentality inadvertently promotes relapse. Redefining sexuality as 
sensual, playful, erotic, and intercourse helps immunize the couple 
from relapse. A variable, flexible sexual repertoire promotes desire 
and satisfaction. As well, this broad-based sexual repertoire 
promotes an anti-avoidance approach. A comfortable, functional, 
and satisfying couple sexual style meets both partners’ needs and 
energizes their bond. 


8) Individually and as a couple the challenge is to cope with 
mediocre, dissatisfying, or dysfunctional sexual experiences. 
Any couple can get along if everything goes well sexually. The 
challenge is to accept disappointing and dysfunctional sexual 
experiences without panicking or blaming. Whether the issue is a 
miscommunication about a sexual date, a sexual encounter where 
one partner’s minimal arousal inhibited the other’s arousal, an 
encounter where one partner had no sexual interest, or an erectile 


or orgasmic dysfunction-these happen on occasion with all 
individuals and couples. The key issue is to turn toward each other 
rather than turn away and avoid. It is the blaming, apologizing, and 
avoiding which leads to a relapse. A healthy sexual couple accepts 
occasional dissatisfying or dysfunctional sex as normal and takes 
pride in being a sexually desirous, resilient couple. Valuing each 
other, touching, sharing pleasure, and enjoying eroticism are 
healthy. Although disappointed or frustrated by a negative sexual 
experience, they remain intimate and erotic allies. They regroup as 
an intimate sexual team who are committed to remaining sexually 
engaged so a lapse cannot become a relapse. 


9) Develop intimate and erotic ways to connect and reconnect. 
Intimate attachment is a core dimension of healthy couple 
sexuality. Intimacy and a secure attachment are very important, 
but sexuality involves more than that. Couples who have a variety 
of ways to connect, reconnect, and maintain connection are not 
vulnerable to relapse. 

The concept of five gears (dimensions) of touch is extremely 
valuable in relapse prevention. Clients and couples who value 
affectionate, sensual, playful, erotic, and intercourse touch are 
more likely to maintain therapeutic gains and continue to grow 
their intimate sexual relationship. 

In traditional sex role socialization, men emphasized sexual 
connection while women focused on affectionate connection. This 
traditional gender split negates the humanness and individuality of 
women, men, and couples. Ideally, both partners are comfortable 
initiating intimacy/affection and eroticism/intercourse. This 
promotes a variety of ways to remain intimately attached and build 
bridges to sexual desire. The more ways the couple has to maintain 
intimate and sexual connection, the easier it is to avoid relapse. 

Each couple is different-there is not one right way to be sexual. 
Couples who affirm the value of a satisfying, secure, and sexual 
relationship are strongly motivated to maintain gains and prevent 
relapse. Good intentions are important, but are not enough. The 
couple needs to put time and energy into keeping physically, 
emotionally, and sexually connected. 


10) Each partner makes sexual requests and the couple develops 
special erotic scenarios. Routine and predictability is the 
enemy of sexual desire. The importance of remaining open to 
sexual scenarios and alternatives cannot be overemphasized. 
Couples can express intimacy and sexuality through whole body 
massage, playful touching during walks, showering or bathing 
together, engaging in semi-clothed or nude touching in front of the 
fireplace, enjoying sensual touch before going to sleep or on 
awakening. Couples who engage in playful touch are unlikely to 
relapse. Erotic couples enjoy “quickies,” make time for extended 
sexual scenarios, try different intercourse positions and thrusting 
rhythms, a different sequence of multiple stimulation before and 
during intercourse, developing an erotic afterplay scenario, and are 
open to both planned and spontaneous sexual encounters. This pro- 
eroticism approach builds a strong, resilient sexual relationship. A 
flexible, variable sexual repertoire that honors both intimacy and 
eroticism is a major antidote to relapse. Couple sexuality which 
meets a range of needs, feelings, and situations serves the couple 
well in maintaining gains and creating healthy couple sexuality. 


CASE STUDY 


TINA AND SEAN 


Tina assumed that sexual problems only occurred with couples married 10 years or 
longer. Sean assumed that the reason people married was so they could have a predictable sex 
life. Before the marriage and until becoming pregnant, sex was a strength of their 
relationship. However, the pregnancy surprisingly and dramatically changed that. Sean was 
very inhibited about sex during the pregnancy which had a devastating effect on Tina’s body 
image. Although they enjoyed parenting their three-year-old son, intimacy and sexuality had 
never recovered. Sean was interested in being sexual, but Tina was stuck in the poor body 
image, anticipatory sexual anxiety, and blame-counter blame dynamic with Sean. 


Couple sex therapy was the treatment of choice for Tina and Sean. Comprehensive 
couple sex therapy needed to address Tina’s needs, Sean’s needs, relationship needs, sexual 
needs, and confront the poisons of the past three years. The theme of sex therapy was to 
rebuild their intimacy and sexuality bond. The strategy was an anti-avoidance approach to 
touching and desire. The clinician used a comprehensive couple psychobiosocial approach. 
Tina and Sean developed a Complementary couple sexual style which promoted 
desire/pleasure/eroticism/satisfaction. The decision to have a second child affirmed their 
marital and family commitment. Having sex with the goal of pregnancy was a sexual 
aphrodisiac. 


Although Sean and Tina did not feel a relapse prevention plan was necessary, the 
clinician strongly suggested they develop one. The motivating argument was for prevention 
rather than having to again endure sexual problems. Sean was committed to sexuality 
remaining vital and resilient. Tina agreed this was important, but was not convinced a 
prevention plan would help. The approach of reading, discussing (both at home and in 
session), and then implementing the strategies was very valuable. Tina highlighted three 
strategies: (1) pleasuring/sensual dates each quarter, (2) quality couple time without 
children, and (3) reinforcing GES. Sean zeroed in on one strategy—scheduling six-month 
check-in sessions and setting a growth goal every six months. With a new baby on the way, 
they realized maintaining emotional and sexual connection would be challenging, but this was 
highly valued by both spouses. Sean especially wanted to stay sexual throughout the 
pregnancy to reinforce that Tina was a desirable sexual woman. Tina wanted them to be a 
positive marital and sexual model for their children. In therapy, she realized that she had 
viewed her parents as a non-sexual couple. She wanted to be a positive model for her children 
as well as being an askable parent and sex educator. Both Tina and Sean were highly 
motivated to prevent a relapse and keep couple sexuality vibrant and satisfying. 


Although all ten relapse prevention strategies made sense to her, Tina was especially 
motivated and disciplined to initiate pleasuring dates. She accepted and enjoyed Sean’s desire 
for frequent intercourse, but she particularly valued the playfulness and unpredictability of 
pleasuring. Tina felt that pleasuring affirmed her sexual desirability and positive body image 
as a woman and mother. She wanted sexuality to be about much more than intercourse and 
orgasm. 


In planning their first couple weekend without children (the baby had just stopped 
breastfeeding), Tina arranged for her sister and brother-in-law to babysit with her mother as 
the back-up. Sean arranged for reservations at a romantic inn close to mountains and hiking 
trails. Sexuality was an integral part of the weekend, but so was exercise and intimate time to 
talk and rebond emotionally. 


At the two-year mark, Tina and Sean had very busy lives with two children and two 
careers, but remained committed to being an intimate sexual team who valued 
desire/pleasure/eroticism/satisfaction. If there was a sexual issue or problem, Sean would call 
for a “booster session.” They had come too far to allow a relapse. 


ASSUMPTIONS BEHIND RELAPSE PREVENTION 


The best strategy for relapse prevention is comprehensive couple sex 
therapy which utilizes the psychobiosocial model of assessment and 
treatment (McCarthy & Wald, in press). Addressing the factors which 
subvert individual and couple sexuality is necessary, but not sufficient. The 
therapist helps clients develop a new couple sexual style which is 
comfortable, intimate, pleasurable, erotic, and satisfying. The challenge of 
the couple sexual style is to maintain the client’s autonomy (voice) while 
reinforcing being an intimate sexual team who integrate intimacy and 


eroticism. Sex therapy which reinforces intimacy, non-demand pleasuring, 
erotic scenarios and techniques, combined with positive, realistic sexual 
expectations builds couple sexuality which is resistant to relapse. 

Clients who trust each other to deal with intimacy and sexuality 
problems are in a much better position than those who magically hope that 
nothing will go wrong. Resilience is a core concept for couples and couple 
sexuality. Resilient couples are confident in their ability to deal with sexual 
lapses and problems. They realize that relapse prevention is not about luck, 
it is about embracing strategies and techniques to maintain and generalize 
intimacy and sexuality gains. An individualized relapse prevention plan 
reflects confidence in himself, his spouse, and their relationship. They can 
deal with stress and disappointment while remaining an intimate sexual 
couple. A key relapse prevention strategy is to recognize that affectionate, 
sensual, playful, erotic, and intercourse experiences can withstand 
occasional disappointments, problems, and dysfunction. The individual and 
couple maintain motivation to be an intimate team who are committed to a 
vital and satisfying sexual relationship. In the same way that desire is the 
core sexual dimension, in relapse prevention motivation to maintain 
intimacy and sexuality is the core dimension. 


Key CLINICAL POINTS 


Relapse prevention is an integral component in the comprehensive treatment of intimacy and 
sexuality problems. The most demoralized clients and couples are those who improved and then 
regressed. Sexuality, especially sexual desire, cannot be taken for granted. Healthy sexuality requires 
thought, communication, and time-it cannot remain vital and satisfying if treated with benign neglect. 


Good intentions are not enough. The couple need to read, discuss, and choose relapse prevention 
strategies to implement. Embracing the GES approach motivates the couple to deal with the 
variability, flexibility, and complexity of couple sexuality as well as maintaining positive, realistic 
sexual expectations. Scheduling check-in sessions for two years after termination of formal therapy 
helps the couple stay accountable to themselves and the therapy process. A commitment to maintain 
gains and prevent relapse is important, but just as helpful is continuing to grow their sexual 
relationship. Couples who value a satisfying, secure, and sexual relationship are unlikely to relapse. 
Accepting the sexual mantra of desire/pleasure/eroticism/satisfaction and the GES approach is at the 
heart of healthy couple sexuality and relapse prevention. 


APPENDIX A 


Resources: Books, Videos, and 
Trusted Websites 


SUGGESTED READING ON COUPLE SEXUALITY 


McCarthy, B., & McCarthy, E. (2009). Discovering your couple sexual style. New York: Routledge. 
McCarthy, B., & McCarthy, E., (2012). Sexual awareness: Your guide to healthy couple sexuality 
(5th ed.). New York: Routledge. 


McCarthy, B., & McCarthy, E. (2013). Rekindling Desire (2nd ed.). New York: Routledge. Metz, M., 
& McCarthy, B. (2010). Enduring desire. New York: Routledge. 


Perel, E. (2006). Mating in captivity. New York: HarperCollins. 


SUGGESTED READING ON MALE SEXUALITY 


McCarthy, B., & Metz, M. (2008). Men’s sexual health. New York: Routledge. 


Metz, M., & McCarthy, B. (2003). Coping with premature ejaculation. Oakland, CA: New 
Harbinger. 


Metz, M., & McCarthy, B. (2004). Coping with erectile dysfunction. Oakland, CA: New Harbinger. 
Zilbergeld, B. (1999). The new male sexuality. New York: Bantam. 


SUGGESTED READING ON FEMALE SEXUALITY 


Foley, S., Kope. S., & Sugrue, D. (2012). Sex matters for women. (2nd ed.). New York: Guilford. 
Hall, K. (2009). Reclaiming your sexual self, Hoboken, NJ: Wiley. 

Heiman, J., & LoPiccolo J. (1988). Becoming orgasmic. New York: Prentice Hall 

Boston Women’s Health Book Collective (2011). Our bodies, ourselves. New York: Touchstone. 


OTHER SIGNIFICANT SEXUALITY READINGS 


Maltz, W. (2012). The sexual healing journey (3rd ed.). New York: William Morrow. 
Michael, R., Gagnon. J., Laumann, E., & Kolata. G. (1994). Sex in America. Boston: Little, Brown. 


Snyder, D., Baucom, D., & Gordon, K. (2007). Getting past the affair. New York: Guilford. 


SUGGESTED READING ON RELATIONSHIP SATISFACTION 


Doherty, W. (2013). Take back your marriage (2nd ed.). New York: Guilford. 


Enright, R. D. (2007). Forgiveness is a choice. Washington, DC: American Psychological 
Association. 


Gottman, J., & Silver, N. (1999). The seven principles for making marriage work. New York: Crown. 
Johnson, S. (2008). Hold me tight. Boston: Little, Brown. 


Love, P. & Stosny, S. (2008). How to improve your marriage without talking about it. New York: 
Three Rivers Press. 


Markman, H., Stanley, S., & Blumberg, S. (2010). Fighting for your marriage (3rd ed.). San 
Francisco: Jossey-Bass. 


McCarthy, B., & McCarthy, E. (2004). Getting it right the first time. New York: Brunner/Routledge. 
McCarthy, B., & McCarthy, E. (2006). Getting it right this time. New York: Routledge. 


INTERNET SiTEs: MENTAL HEALTH 


National Institute of Mental Health (NIMH), home page: 
http://www.nimh.nih.gov 

NIMH, Anxiety: 
http://www.ninh.nih.gov/anxiety/anxietymenu.cfm 
NIMH, Depression: 
http://www.nimh.nih.gov/publicat/depressionmenu.cfm 
Obsessive Compulsive Foundation: 
http://www.acfoundation.org 


INTERNET SITES: HEALTH 


National Institutes of Health (NIH): 

http://www.nih.gov 

National Institute on Alcohol Abuse and Alcoholism (NIAAA): 
http://niaaa.nih.gov 


WebMD- Information on many illnesses, including diabetes, cancer, and heart disease: 
http://www.webmd.com 


PROFESSIONAL ASSOCIATIONS 


American Association for Marriage and Family Therapy (AAMFT): 112 South Alfred Street, 
Alexandria, VA 22314-3061, (703) 838-9808, http://www.therapistlocator.net 


American Association of Sex Educations, Counselors, and Therapists: 1441 I Street, NW, Suite 700, 
Washington, DC 20005, (202) 449-1099, http://www.aasect.org 


Association for Behavioral & Cognitive Therapies (ABCT): 305 Seventh Avenue, New York, NY 
10001-6008, (212) 647-1890, http://www.abct.org 


Smart Marriages- The Coalition for Marriage, Family, and Couple Education, 
http://www.smartmarriages.com 


Society for Sex Therapy and Research (SSTAR): 6311 W. Gross Point Road, Niles, IL 60714, (847) 
647-8832, http://www.sstamet.org 


Sex WEBSITES, VIDEOS, AND Toys 


Go Ask Alice! Web site: http://goaskalice.columbia.edu/ 
Kinsey Confidential web site: http://kinseyconfidential.org/ 


Good Vibrations: 938 Howard Street, Suite 101, San Francisco 94110, (800) 289-8423, 
http://www.goodvibes.com 

The Sinclair Institute: P.O. Box 8865, Chapel Hill, NC 27515, (800) 955-0888, 
http://www.sinclaireinstitute.com 


Sex Smart Films: Promoting Sexual Literacy: http://www.sex.smartfilms.com 


APPENDIX B 
Referral to a Sex Therapist 


There are two times it is likely the clinician will make a referral to a sex 
therapist. First, when the couple present with a chronic, severe sex 
dysfunction. Second, when the clinician feels she has made as much 
progress with the couple as she can using permission-giving, validated 
psychological, biological, and social/relational information, and utilized 
sexual suggestions, including psychosexual skill exercises and sexual 
techniques. 

In the referral, the message to the couple is not that therapy failed or 
that the clinician doesn’t want to help, but that the couple will be in “good 
hands” seeing a clinician who specializes in sex therapy. 

Sources of sex therapy referrals are the two major clinical sexuality 
organizations: 

American Association of Sex Educators, Counselors, and Therapists 
www.aasect.org Society for Sex Therapy and Research www.starnet.org 

Other sources are the clinician’s local professional association, 
university clinic or health center, or networking with other clinicians. 

Sexual dysfunction and other sexual problems are very common (even 
more common than anxiety disorders). The referring clinician can 
destigmatize and normalize sexual problems, and convey the positive 
message that the woman, man, and couple deserve to experience 
desire/pleasure/eroticism/satisfaction. 
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For your convenience, we have established a PDF link to download exercises and 
guidelines. This give you a choice to photocopy from the book or printing. The handouts 
will all be labeled with the corresponding titles and pages. 
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